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CANCER OF THE STOMACH.* 


J. SHetton Horstey, M. D., 
Richmond, Va. 


THE INCIDENCE OF CANCER OF THE STOMACH 

Cancer is one of the world’s greatest problems. 
A disease whose mortality rate has risen in rank 
from sixth among the causes of death in 1900 and 
in 1920, to the second place in 1929, challenges our 
attention. According to the numbers of deaths it 
creates it is now second in importance only to heart 
disease. In 1932 the total number of deaths from 
cancer in the United States Continental Registration 
Area, except Utah, was 122,339, being a death rate 
of 102.2 per 100,000 of population. 
1920 this has been increased from a death rate of 
83.4, or 72,931 total deaths. 

According to the latest census statistics available 
for the United States, except Utah, cancer of the 
digestive tract and peritoneum caused 60,607 deaths 
in 1932, being a death rate of 50.7 and constituting 
It 
is somewhat difficult to compare the present death 
rate from cancer of the gastro-intestinal tract and 
peritoneum with that in earliest years, because the 
statistics were kept differently, but this proportion of 
the death rate from cancer of the 
tract and peritoneum, representing 
one-half of all of the deaths from 
hold rather consistently. 


Even since 


about one-half of the total deaths from cancer. 


gastro-intestinal 
as it does about 
cancer, seems to 


According to Eusterman, of the Mayo Clinic (Wil- 
bur, D. L.: Carcinoma of the Stomach of Patients 
Less than Forty Years of Age—Report of Three 
Cases, Proc. of Staff Meetings of the Mayo Clinic, 
October 11, 1933), one-third of all deaths from car- 





cinoma in men, and one-fifth in women, are from 
cancer of the stomach, and he estimates that in the 





*Read before the New York Polyclinic Medical Asso- 
ciation, in New York, March 5, 1934. 


United States there are 38,000 deaths every year 
from gastric cancer. 
mon in persons over forty years of age, 95 per cent 
of this disease being found between the age of forty 
and sixty-nine, according to Eusterman, who states 
that the average age of men with gastric cancer is 
fifty-four, and of women fifty-three. 
Carcinoma of the stomach does occur, 
though rarely, in the young. 


Gastric cancer is more com- 


however, 
According to D. L. 
Wilbur, there have been recorded in the literature 
two cases of cancer of the stomach in which the 
condition was congenital, and Cullingsworth ob- 
served it in an infant five weeks of age. Osler and 
McCrae (Osler, W., and McCrae, T.: Cancer of 
the Stomach in the Young, NV. Y. Med. J., 71:581, 
April 21, 1900) collected reports of six cases of 
gastric cancer in patients under ten years of age. 
Consequently, it is a disease that cannot be dismissed 
from diagnostic possibilities merely because the pa- 
tient is young. 

Cancer of the stomach is responsible for far more 
deaths than cancer of any other single organ or vis- 
cus of the body, though of course it is not so fre- 
quent in occurrence as cancer of the skin, in which 
early diagnosis can be made and 
ment promptly initiated. It is no wonder, then, that 
gastric cancer, causing as it does 


satisfactory treat- 


such a large and 
increasing mortality and frequently accompanied by 
a difficult and obscure diagnosis, challenges our most 
earnest consideration. 


ETIOLOGY 
Cancer should more properly be classified as a 
group of different types of diseases, just as con- 
tagious diseases are classified, the different types 


aving so acteristics in co m. ancers 
having some characteristics in common. Cancer 
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of the same organ may diifer and even the same 
type of cancer, as adenocarcinoma, shows variations 
as to its structure and- sensitiveness to radiation or 
liability to early metastases. 

The cause of cancer of the stomach, as the cause 
of cancer elsewhere, is an interesting problem that 
has not been solved, though apparently it is not due 
to a micro-organism. The fact that we have not 
discovered the cause of cancer is not an overwhelm- 
Many of 


the diseases of whose exact etiology we are ignorant 


ingly discouraging obstacle to treatment. 


are amenable to preventive or to curative measures, 
as smallpox, spotted fever; and even in those with 
definite bacterial etiology, such as syphilis, tuber- 
culosis, and diphtheria, we are ignorant of the causes 
of the bacteria. So in these latter diseases we have 
merely gone forward one biologic step to confront 
an apparently insuperable wall of etiology. 

The causes of gastric cancer are important be- 
cause they may suggest an earlier diagnosis. If 
there can be found some measure which will indi- 
cate and enable us to remove precancerous lesions, 
or to create a condition in which cancer is less likely 
We know that in 


the regions where lesions can be readily inspected, 


te occur, it will be a great help. 


cancer appears to arise always from some _pre- 
existing benign lesion. Cancer of the lip or the 
mouth from the chronic irritation of smoking, ill- 
fitting dentures, or bad teeth, cancer of the cervix 
uteri from pre-existing lacerations or ulceration, 
cancer of the rectum or lower sigmoid from polyps 
or ulcers, have been fully studied. If, then, in 
regions that can be easily inspected, we accept a 
rule which is the doctrine of most pathologists that 
cancer always arises from some previous benign 
lesion, we have no right to hold that the stomach is 
an exception to this rule merely because it cannot 
be readily seen. 

The etiological relation between gastric peptic 
ulcer and gastric cancer is disputed, not as to the 
occurrence of this relationship, because this is ac- 
knowledged by all who have extensively studied this 
subject, but as to the percentage of cancers whose 
origin is in peptic ulcer, or, to put it another way, 
the percentage of gastric peptic ulcers that become 
cancerous. Gastric peptic ulcer is much less com- 
mon than duodenal ulcer, the ratio being about one 
gastric ulcer to from four to eight duodenal ulcers. 
That the original estimate of more than 50 per cent 
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of gastric ulcers that became cancer was too high 
is, I think, generally acknowledged. Dr. Margarct 
Warwick (Warwick, Margaret: Analysis of One 
Hundred and Seventy-Six Cases of Carcinoma of 
the Stomach Submitted to Autopsy, Ann. Surg., pp 
216-226, August, 1928) has shown in a series of 
176 necropsies in cases of gastric cancer that slight- 
ly more than half of gastric cancers do not ulcerate, 
and this alone would be sufficient evidence to con- 
fute this alleged high percentage of gastric cancers 
from peptic ulcers. Most roentgenologists with ex- 
tensive gastro-intestinal experience agree that an) 
ulcer along the greater curvature of the stomach that 
can be demonstrated by X-rays is almost always 
cancerous. This observation does not apply to the 
lesser curvature and the pylorus, but it would seem 
that in an organ in which the occurrence of malig- 
nancy is so common, it would be illogical to state 
that any focus of chronic irritation does not produce 
cancer. I have had several cases in which the evi- 
dence that cancer arises from a peptic ulcer of the 
stomach seems convincing, unless one prefers to as- 
sume the attitude of the farmer who, when look- 
ing at a giraffe, declared there was no such animal. 
H.., who 


had had gastric symptoms of fifteen years and, 


One case in point is that of Mrs. L. 


finally, at the age of seventy years, a partial gas- 
trectomy was done and an ulcer was found along 
the lesser curvature. On examination this seemed 
to be a peptic ulcer except at one point where defi- 
(Horsley, J. Shel- 
ton: Peptic Ulcer and Cancer of the Stomach, Jour. 
Am. Med, Asso., 92:1813-1816, June 1, 1929.) 
In another case, a young man thirty-four years of 
age (G. H. W.) had had gastric symptoms for eight 
years. He entered the hospital for operation, and 
there was perforation of the ulcer a half-hour be- 
fore operation. A partial gastrectomy was done, and 
the tissue around the perforation showed an inflam- 


nite cancerous tissue was found. 


matory lesion, but around the margin of a rather 
The patient 
died from recurrence about three years later. It is 
hardly reasonable to suppose that this patient, as 


large ulcer there was distinct cancer. 


young as he was, with a fairly malignant type of 
cancer, could have had cancer of the stomach for 
eight years, especially when there were early clin- 
ical symptoms of typical hunger pains, with inter- 
mittent attacks of nausea and vomiting, and later 
continuous pain in the epigastrium. 
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That gastric peptic ulcer must be regarded as at 
least an occasional starting point of cancer seems to 
be obvious, whereas from peptic ulcer of the duo- 
denum cancer almost never arises. 
the stomach is 
benign tumors. This is acquiring increasing inter- 
est. Miller, Eliason and Wright (Miller, T. G., 
Eliason, E. L., and Wright, V. W. M.: Carcino- 
matous Degeneration of Polyp of the Stomach—Re- 


A second source of cancer of 


port of Eight Personal Cases, With a Review of 
Twenty-Four Recorded by Others, Arch. Int. Med., 
46:841, November, 1930) reported from their own 
personal experience eight cases of apparently benign 
gastric polyps in which there was carcinomatous de- 
generation. They found that in 35 per cent of all 
the gastric polyps they studied there was cancerous 
degeneration at the base of the polyp. 

Benedict and Allen (Benedict, Edward B., and 
Allen, Arthur W.: 
Stomach, With Special Reference to Malignant De- 
58 :79-84, 
January, 1934), of Boston, in a recent interesting 


Adenomatous Pelypi of the 
generation, Surg., Gynec. and Obstet., 


article on “Adenomatous Polypi of the Stomach,” 
reviewed briefly the literature on this subject, and 
reported seventeen cases of gastric polyps at the 
Massachusetts General Hospital which gave symp- 
Of these 
seventeen polyps, seven showed evidence of malig- 


toms severe enough to demand operation. 


nant degeneration, giving a percentage of 41.2 per 
cent of malignancy in those supposedly benign 
tumors of the stomach in which the symptoms were 
sufficiently manifest to indicate surgical removal. 
They find that gastric analysis in these cases usual- 
ly shows a rather low acidity or even achlorhydria, 
and they conclude that in view of the high incidence 
of malignancy and the tendency to hemorrhage, rad- 
ical surgery should be considered in all gastric 
polyps. One of the most interesting features in this 
article, however, which will be discussed later, is 
the casual remark that “There are also records of 
nineteen cases of gastric polypi in which the polyps 
were not suspected clinically but were found inci- 
dentally at autopsy,” and ‘There was no suspicion 
of malignancy in the microscopic appearance of the 
polyps found incidentally at autopsy.” 

It seems probable, then, that whatever conditions 
tend to cause gastric ulcer or gastric polyps or 


benign tumors would indirectly be the cause of 
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cancer, and the symptoms and treatment of these 
two conditions should be carefully noted. 
Peptic ULCERS 

Undoubtedly duodenal peptic ulcers should have 
medical treatment indefinitely, unless, of course, 
there is perforation or marked obstruction, or re- 
current bleeding, or unless the symptoms persist in 
spite of careful medical treatment. Here there is 
practically no danger of any malignant degenera- 
tion, though, as a pathological rarity, it does occur. 
In gastric peptic ulcer, however, where there is a 
danger of cancerous change, the results of medical 
treatment should be carefully checked. If the pa- 
tient does not improve clinically and the ulcer does 
not heal as shown by roentgenologic examination 
after three or four weeks of the medical treatment, 
I think operation should be done, preferably a type 
of the Billroth I partial 


both roentgenologically 


gastrectomy. If, however, 
and symptomatically, the 
patient is improving, the medical treatment may be 
kept up indefinitely, but the patient should be 
der observation as there is a marked tendency 


un- 
for 
recurrence of these ulcers and there may be de- 
velopment of cancer even in the scar of a healed 
ulcer. that 
which the gastro-enterologists 
hold. Gerry “Although 


gastric ulcers may and often do heal spontaneously 


This view is more conservative than 


some of medical 


Thus, Morgan 


says: 


with or without treatment, nevertheless from my 
own experience I am inclined to view them always 
as surgical cases from the outset. I take this 
view because a certain proportion of ulcers of 
the stomach which in the beginning are diagnosed 
As 


yet we have no means of positively differentiating, 


as benign later prove to be carcinomatous. 


in the early stages, the benign and the malignant 
type of ulceration of the stomach, and since only 
in the very earliest stages of gastric carcinoma is a 
permanent cure possible, it is important that sur- 
gical intervention should be instituted.” 
Wm. Gerry: The End Results of Treatment for 
Peptic Ulcer, South. M. J., 25:256, March, 1932.) 

However, following the somewhat more conser- 


(Morgan, 


vative policy I have outlined will incur very little 
risk, while avoiding operation when not absolutely 
indicated. 
DIAGNOSIS 
The treatment of cancer of the stomach, surgical 


excision, admits of no discussion. The important 
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point is to make an early diagnosis so that the malig- 
nant growth may be extirpated as soon as possible. 
Unfortunately, in about 70 per cent of cancers of 
the stomach, the disease is already well advanced 
when the first symptoms appear. It seems possible, 
however, that careful study or periodic examina- 
tions of patients may offer some new hope for an 
early diagnosis. The late Sir James MacKenzie 
always emphasized this feature of medicine, to de- 
tect the beginnings of disease, and it dominated the 
latter years of his professional career. 

If, in those who are within the “tropic of can- 
cer,” there is anything to suggest a gastric upset 
which cannot be readily accounted for, an examina- 
tion by a competent gastro-enterological roentgeno- 
logist should be made. We are largely dependent 
upon roentgenological examinations for the diag- 
nosis of actual lesions of the stomach. Clinically, 
there are, of course, no pathognomonic signs of gas- 
tric cancer. Uncomplicated early cancer anywhere, 
except in bone, rarely causes pain. About 25 or 30 
per cent of gastric cancers give histories of symp- 
toms for many years, probably indicating some pre- 
ceding lesion,—peptic ulcer or a benign tumor. It 
would seem that there is little excuse for neglect- 
ing a thorough roentgenologic study in this type of 
cases. Cancer of the stomach occurs more frequently 
in men than in women, though in my own experi- 
ence the ratio is not so great as is often recorded. 
We have found somewhat more than one case of 
cancer in women to two in men, though frequently 
the ratio is placed as high as one to four. Euster- 
man’s observation that one-third of the deaths from 
cancer in men and one-fifth in women are from 
gastric cancer is significant. 

A change of gastric symptoms has been stated as 
an indication of cancer. The patient may have had 
typical hunger pains coming on with the usual regu- 
larity and relieved by food, soda or vomiting, but 
with a change into cancer these pains gradually be- 
come more or less constant and the relief by food or 
soda is not so definite. While food relief is not 
common in cancer of the stomach, it may appear in 
certain gastric cancers without any preceding his- 
tory of peptic ulcer. This, however, is unusual. 
The gnawing or burning, or sometimes a sharper 
pain constant in the epigastrium, may occur as one 
of the first symptoms, when an already advanced 
lesion is often found. 
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Gastric analysis is to some extent suggestive, 
though, as has been shown by Alvarez and oth 
the percentage of those having low gastric acidity 
and even achlorhydria without marked symptoms is 
greater than was formerly supposed, and this pcr- 
centage seems to increase with advancing years. 
According to Alvarez and Eusterman (Vanzant, 
Frances R., Alvarez, Walter C., Berkson, Joseph, 
and Eusterman, George B.: Changes in Gastric 
Acidity in Peptic Ulcer, Cholecystitis and Other Dis- 
eases Analyzed With the Help of a New and Ac- 
curate Technic, Arch. Int. Med., 52:616, October, 
1933) there is a distinctly lower ratio of free 
hydrochloric acid in gastric peptic ulcer than in 
duodenal peptic ulcer, and in the early stage of 
cancer of the stomach there may still be 
drochloric acid. 

The incidence of hemorrhage with cancer of the 
stomach has been greatly exaggerated. Marked 
hemorrhage with vomiting of blood and tarry stools 
occurs, according to Saltzstein and Sandweiss (Saltz- 
stein, Harry C., and Sandweiss, David J.: The 
Problem of Cancer of the Stomach, Arch. Surg., 
21:113-127, July, 1930) in not more than 2 
cent of cases of cancer of the stomach, whereas in 
peptic ulcer it is found in about 18 to 20 per cent 
of the cases. However, blood may be more fre- 
quently detected by chemical analysis and by the 
“string” test. 


free hy- 


per 


A palpable tumor, cachexia and Virchow’s glands 
(enlargement of the lymph nodes in the root of the 
neck, especially on the left side) are, of course, ad- 
vanced and frequently terminal signs. However, 
when the cachexia is due to a large fungating mass 
that bleeds often, or when palpation of the tumor 
shows considerable mobility, operation may still 
offer some hope for relief, even if not for cure. 

The cases in which symptoms do not appear until 
the gastric cancer is well advanced offer us a great 
problem. We have a similar condition in tumors of 
the brain. A large proportion of the cortex of the 
brain is, so far as known function is concerned, 
physiologically “silent.” So in the stomach, ap- 
proximately three-fourths of its area is physiolog- 
ically “silent.” It has been shown by Alvarez 
(Alvarez, W. C.: The Mechanics of the Digestive 
Tract, ed. 2, New York, Paul B. Hoeber), Klein 
(Klein, Eugene: Gastric Motility: I. The Origin 
and Character of Gastric Peristalsis, Arch. Surg., 
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12:571-582, February, 1926. Gastric Motility: 
Ii. The Conduction of the Gastric Peristaltic Wave, 
Arch. Surg., 12:583-590, February, 1926) and others 
that peristalsis, instead of beginning about the mid- 
dle of the body of the stomach, as was formerly 
held, where it can be demonstrated roentgenological- 
ly, originates near the esophagus along the lesser 
curvature, where the tissue acts as neuro-muscular 
tissue, similar to the sino-auricular node of the 
heart. Alvarez has demonstrated that with the ab- 
domen of an animal opened, under a warm bath 
little ripples begin in the upper portion of the lesser 
curvature and proceed to about the middle of the 
body of the stomach, where they become for the 
first time roentgenologically obvious. There are 
doubtless other such centers along the lesser curva- 
ture. At the pylorus the activity of the pyloric 
sphincter and the pyloric canal, its adjuvant sphinc- 
ter, is marked, and obstruction here produces symp- 
toms quickly. About 80 per cent of all of gastric 
symptoms are caused by interference with the motor 
mechanism. 

In the rest of the stomach, then, which comprises 
most of the fundus and most of the greater curva- 
ture, and much of both walls of the stomach, a 
lesion which does not bleed or perforate or obstruct, 
gives no symptoms, just as a lesion in a “silent” 
area of the brain gives no symptoms. It is here 
that a polyp or an ulcer may exist without symp- 
toms until malignant change sets in and the growth 
becomes rapid and extensive. 

The significance of the nineteen cases of gastric 
polyps reported by Benedict and Allen, as found at 
necropsies without previous symptoms and histolog- 
ically benign, is apparent. It seems reasonably 
probable that if only the benign ulcers giving clin- 
ical symptoms are operated upon, there must be a 
great many of these lesions without symptoms that 
persist throughout life and are merely discovered ac- 
cidentally or during a thorough necropsy. In other 
words, the potential source of cancer is there, and 
attention is only called to it when there is obstruction 
at the pylorus, bleeding, perforation, or a sudden 
growth from malignant degeneration. A careful 
search of the stomach in every necropsy, no matter 
what the cause of death, would probably reveal 
many of these lesions which caused no symptoms 
during life. 
of peptic ulcer are due to cancer. 


Many perforations supposed to be 
A large propor- 
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tion of deaths from cancer of the stomach is from 
peritonitis. Dr. Margaret Warwick (Warwick, 
Margaret: Analysis of One Hundred and Seventy- 
Six Cases of Carcinoma of the Stomach Submitted 
to Autopsy, Ann. Surg., 38:216-226, August, 1928), 
in an analysis of 176 necropsies on patients who 
died from gastric cancer, found that in about 22 
per cent of these cases death was caused by per- 
foration of the cancer. She also demonstrated that 
40 of the cases (23 per cent) at necropsy showed 
the cancerous lesion confined solely to the stomach. 
Doubtless in some instances the growth was in- 
accessible, but the majority of cases of gastric can- 
cer occur in the body or the pyloric portion where 
they can be removed. 


TREATMENT 

Saltzstein and Sandweiss (Saltzstein, Harry C., 
and Sandweiss, David J.: The Problem of Cancer 
of the Stomach, Arch. Surg., 21:113-127, July, 
1930) found, in a study of necropsies of 365 deaths 
from cancer of the stomach, that in only twenty- 
eight cases had the cancer been resected, constitut- 
ing 7.7 per cent of the total cases. When we com- 
pare these findings with statistics showing that 
about 23 per cent of all cases of gastric cancer die 
with the lesion limited to the stomach, and yet that 
in only 7.7 per cent of the cases have the cancers 
been resected, it is perfectly obvious that we are 
missing very many chances for potential cures. 
We can probably balance those cases confined to 
the stomach that are inaccessible by the fact that at 
death the lesion would naturally be more extensive 
than it would have been a few months earlier, and 
ccensequently a larger number might have been resect- 
able. 

During a period of four months last year I did 
an exploratory operation upon four patients with 
inoperable cancer of the stomach. In one of these 
patients there had been obvious gastric symptoms 
for eight vears. He had been treated by several 
physicians and was told that he probably had a 
gastric ulcer. Only a few days before I saw him 
there was a severe hemorrhage (unusual in gastric 
cancer); he sent for another physician, who had a 
roentgenologic examination made which showed an 
advanced lesion of the stomach. On exploration 
the cancer involved much of the stomach and the 


surrounding tissues. Another patient had gastric 
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symptoms for four years. Roentgenologic examina- 
tion shortly before entering the hospital showed an 
advanced lesion of the stomach. At exploratory 
operation the lesion was utterly inoperable. Two 
of these four patients, then, had been treated med- 
ically without a roentgenologic examination for a 
period of four to eight years. It seems highly prob- 
able that a roentgenologic examination made even a 
year or two before the patient entered the hospital 
would have given some hope of cure by an earlier 
diagnosis and resection. 

The only treatment fer gastric cancer is excision, 
and the sooner the better. However, in some cases 
even when the disease appears advanced, an excision 
In 


my opinion, gastro-enterostomy has but little, if any, 


1d 


may be done with much benefit to the patient. 


place in the treatment of cancer of the stomach. 

Most cancers of the stomach are relatively radio- 
resistant, and the presence of the pancreas behind 
the stomach and the liver in front causes a situation 
which would make it difficult to give sufficient radia- 
tion to be beneficial without injuring these two im- 
portant organs. However, lymphosarcoma of the 
stomach, which is occasionally found, is peculiarly 
susceptible to radiation, and this may be cautiously 
administered either as a primary procedure or post- 
operatively. A few cases have been reported in 
which a gastric lymphosarcoma seems to have been 
permanently benefited by radiation. There are some 
slow-growing types of cancer of the stomach, chiefly 
of the mucoid or so-called colloid type, in which the 
cancer, though extensive, may be resectable and a 
partial gastrectomy will give the patient some months 
or years of comfort if not complete cure. Of course, 
when lymph nodes in the neck are palpated, nothing 
can be done, but otherwise, unless the disease is ex- 
tremely advanced, every case of gastric cancer 
should have at least an exploratory operation under 
local anesthesia to determine whether the growth is 
resectable. 

Before operation in any known case of cancer 
of the stomach, it is well to give freely hydrochloric 
This 
can be sweetened if desired. The administration of 


acid, about 0.25 to 0.50 per cent solution. 


hydrochloric acid in this manner has a markedly 
antiseptic effect upon the interior of the stomach and 
upper duodenum. In many cases of fungating can- 


cer numerous bacteria accumulate about the ulcer 
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and this natural physiologic antiseptic decreas 
very markedly the danger from sepsis. 

As to the type of operation, naturally we mu 
make the technic fit the condition, but in most cas’ 
the modification of the Billroth I type, which 
have fully described elsewhere and which I hay 
been using for ten years, is satisfactory. The mai 
features of this operation consist in joining the uppe: 
curvature of the stomach, the physiologically activ 
part, to the upper border of the duodenum, flaring 
Th 
This wiil 


open the duodenum to avoid constriction. 
cardiac end of the stomach is mobilized. 
eften accomplish relief of tension and approxima 
tion of the stomach and duodenum when it would 
When this cannot be 
done, some modification of the Billroth II type of 


otherwise seem impossible. 


partial gastrectomy, preferably the Hofmeister op- 
eration, seems best. The Hofmeister technic offers 
advantages over the Polya in that the upper stump 
of the stomach is closed and a very long loop of 
jejunum is not demanded. In fact, the jejunum 
can often be approximated to the lower portion of 
the stump of the stomach, as in a gastro-enterostomy, 
with a lessened chance of obstruction or a lessened 
need of entero-anastomosis. Care must be taken, 
however, not to close the upper stump of the stom- 
ach in such a way as to make a snout of the lower 
An addi- 


tional excision of the tissues along the greater curva- 


end ‘and thus prevent ready emptying. 


ture may be necessary. 

If metastases, even to the liver, are not too ex- 
tensive, and the obstruction of the pyloric portion of 
the stomach is marked, a partial gastrectomy is often 
justifiable. By carrying out the technic of the 
modification of the Billroth I under local anesthesia, 
following somewhat the anesthesia of Finsterer, the 
danger from the anesthetic is greatly diminished, 
and the relief of obstruction and the removal of a 
septic mass afford far more relief than would a 
gastro-enterostomy, 
death rate. 


with but slightly increased 


When the cancer involves the cardiac portion of 
the stomach, a total gastrectomy should be consid- 
ered. While, of course, such an operation is formid- 
able, many of the technical difficulties have been 
smoothed out. One of the great dangers is infec- 
tion because of regurgitation from the esophagus 
when it is incised. This feature can be avoided 
by placing into the stomach a tube connected with a 
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suction apparatus, as first suggested by Devine, of 
Australia. A’ large soft rubber catheter or a small 
rectal tube is inserted through a small incision in 
the stomach at a point where malignancy is not 
present, and fastened with a purse-string suture 
which, after being tied, also transfixes the tube. 
The tube is then connected at intervals with a suc- 
tion apparatus and the stomach is thus kept empty. 
The stomach is severed at the duodenum and sep- 

the to the 
An important point in technic intro- 
A 


loop of jejunum is chosen and care should be taken 


arated from surrounding tissue up 
esophagus. 
duced by Moynihan is helpful at this point. 
to see that the loop is ample. It is brought up and 
sutured to the posterior surface of the esophagus, 
while the stomach is pulled down and lifted up 
over the chest as a handle to the esophagus, thus 
making the esophagus much more accessible. After 
the first row of sutures has been placed, the jejunum 
is opened and an incision is made in the esophagus, 
the suction apparatus being applied vigorously to 
the tube in the stomach before doing this, and after- 
wards to the incised esophagus and jejunum. A 
continuous suture unites the upper margin of the 
wound in the esophagus to the wound in the jejunum, 
and the incision in the esophagus is carried around 
its anterior surface. The inner row of sutures is 
continued anteriorly, then the first row of sutures 
is taken up and completed as in gastro-enterostomy. 
Additional sutures are inserted. 
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In spite of care in these cases, however, there may 
be some sepsis, and I think it wise to place a 
drainage tube, preferably through a stab wound, to 
a point near the site of the anastomosis. I have 
lost a case of total gastrectomy from neglecting to 
follow this precaution. 

An entero-anastomosis should be made between 
the two limbs of the loop of jejunum which, as I 
have said, should be ample. It will probably be 
better to place them in front of the colon than be- 
hind, though much, of course, depends upon the 
local conditions. In addition, a jejunostomy is 
made farther down for the purposes of feeding. 

We have, then, operations that are applicable 
for cancer of any portion of the stomach: partial 
gastrectomy, either by a modification of the Bill- 
roth I or a modification of the Billroth II, or a 
total gastrectomy. If the case can be secured suffi- 
ciently early to justify these operations, cure may 
be expected in many cases; or, in some types of 
cancer of the stomach even when there is slight 
metastasis, if relief of obstruction can be secured 
much comfort can be given the patient. It must 
be remembered that, while we cannot give immor- 
tality, if we can add to a mature life a few months 
or years of comfort and usefulness, it is an ideal 
not to be scorned, even though there may not be 


absolute cure from the disease. 





ENDOMETRIOSIS WITH REFERENCE TO INTESTINAL IMPLANTATION.* 


Wii1i1AM H. Goopwin, M. D.., 


University, Va. 


An endometrioma is a benign tumor composed of 
misplaced tissues identical with the uterine or tubal 
mucosa. These tumors appear as puckered, bluish 
invasions with marked tendency to the forma- 
tion of cysts containing a chocolate colored material 
due to old and recent menstrual bleeding. 

Since these tumors are usually multiple the con- 
dition is spoken of as endometriosis just as one 





*From the Department of Surgery and Gynecology, 
University of Virginia Medical School, University, Vir- 
ginia. 

Read at the sixty-fourth annual session of the Medical 
Society of Virginia in Lynchburg, October 24-26, 1933. 


speaks of miliary carcinomatosis when there is wide- 
spread peritoneal invasion from a carcinoma of the 
ovary or some other pelvic or abdominal organ. 

the 
ovaries as small implantations, or the whole ovary 


Endometriomas are most often found in 
may be invaded or converted into cysts of various 


sizes but never very large. See Figure 1. These 
cysts are usually densely adherent to the surround- 
ing structures and rupture very easily, causing dis- 
seminated endometriosis in many instances as a re- 
sult of viable endometrial cells becoming engrafted 


upon the surface of neighboring structures. 
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These endometriomas, often called adenomyomas, 
may arise from the uterine or tubal mucosa, invad- 
ing the uterus or tubes from the mucosal surface, 
but more often they originate from implants on the 
serosa. Endometriomas are also found on the round 
ligaments, involving either the intra- or extra-peri- 
toneal portion, or the pelvic peritoneum, the broad 
ligaments, the bladder wall, the appendix or loops 
of either small or large intestine. Next to the ovary 
in frequency they are found invading the recto- 
vaginal septum. Endometriomas have been found 
in the cicatrices of abdominal incisions after Caesa- 
rian section or gynecological operations, presumably 
from viable endometrium being carried by the sur- 
geon’s hands or instruments. I have seen a case 
in which the implanted tumor enlarged, became 
painful and tender and discharged blood during 
each menstrual period. 





Fig. 1.—Endometrial implants of rectovaginal septum and ovary. 
(After J. A. Sampson.) 

Endometrial tumors have been described in the 
region of the umbilicus and I have seen a case of 
such a tumor associated with extensive pelvic en- 
dometriosis. I have also seen a case of extensive 
pelvic endometriosis in which an implant was found 
invading the left ureter, producing a mild hydro- 
ureter. In addition to the other necessary pelvic 
surgery this implant was excised and a ureteral 
fistula resulted. This healed, however, but ureteral 
dilatations were later necessary for a stricture. 

Adenomyoma and Miillerianoma are terms that 
have been used synonymously with endometrioma. 
The latter term suggests an embryological origin 
which is objected to by most students of this subject. 
The term, endometrioma, as applied by Sampson, 
seems most applicable to describe the condition un- 
der discussion. As to the exact origin of endometrio- 
sis there is still much debate. 
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The theory of Sampson, I am sure, is the mos 
widely accepted one, and explains the condition a 
due to a back flow through or from the fallopia: 
tubes, of menstrual blood containing viable cells 
These cells become engrafted upon one or both 
ovaries which act as hot-beds for rapid development. 

These cells may grow on any other pelvic struc- 
ture and often they fall by gravity to the cul-de-sa 
of Douglas and flourish on the rectovaginal septum 
These implants act as miniature uteri and partic- 
ipate in the menstrual function just as the norma! 
uterus does except there is no escape for the men- 
strual blood, and hence greater distention occurs 
each month of menstrual life. Consequently, these 
tumors slowly increase in size, become cystic and 
finally rupture under tension, giving rise in many 
instances to secondary implants. During this process 
there is produced chronic inflammation, dense ad- 
hesions and further invasions of adjacent structures. 

There are other hypotheses offered to explain 
endometriosis and Sampson does not maintain that 
his theory will explain the origin of all endometri- 
omas. Misplaced embryonic rests of Miillerian tis- 
sue may be responsible for some extra-peritoneal 
endometriomas or the viable endometrial tissue may 
be carried to extra-peritoneal regions by the blood 
or lymph stream and start up activity. It has been 
held that inflammation may cause a metaplasia of 
the peritoneum or germinal epithelium, resulting in 
endometriosis. 

A mesothelial origin from the Wolffian body is 
possible, and Novak is quite convincing in his theory 
that endometriomas are derived from celomic epi- 
thelium. 
the origin of endometriosis, the condition presents a 


Whatever may be the truth concerning 


clinical problem which may have serious conse- 
quences. 

I am sure this condition is frequently unrecog- 
nized and finally recorded as adherent, hemorrhagic 
ovarian cysts, or chronic pelvic inflammatory dis- 
ease. In many instances the pathological process 
very closely simulates malignancy and the surgeon 
must be familiar with the condition in order to 
render proper service to his patient. On one oc- 
casion, during abdominal exploration, I found an 
indurated, infiltrating mass in the rectovaginal 
septum. Previous to operation this mass was thought 
to be inflammatory. There were noted, however, 
puckering and dark blue spots on the surface of 
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ihe mass. Careinoma of the rectum was thought 
of, but an associate reported that on digital exami- 
nation of the rectum the mucosa was intact. A 
biopsy was done and a quick section examination 
was reported as adenocarcinoma. ‘The tumor re- 
sembled so much an endometrioma and fearing that 
the pathologist was not furnished with adequate 
tissue, a larger piece was excised, making sure that 
one of the blue nodules was included, and the 
pathologist then had no difficulty in making a diag- 
nosis of endometrioma. 

Endometriosis always occurs during the child- 
bearing period of life and the incidence is highest 
between thirty years of age and the menopause. 
Either absolute or acquired sterility is usually con- 
spicuous. Dysmenorrhea of the acquired type is 
almost constantly observed. The pain is of a grind- 
ing, boring type, and frequently between periods 
there are attacks of severe pelvic pain which no 
doubt are due to the rupture of cysts. 

Fibromyoma and retrodisplacement of the uterus 
are frequently associated with endometriosis and 
are quite possibly etiological factors. Pelvic inflam- 
matory disease is often present and may be an 
etiological factor or a result of endometriosis. Rare- 
lv malignant endometrial tissue may be engrafted 
on the pelvic viscera or benign endometrioma may 
undergo malignant change. When an endometrioma 
forms on a segment of bowel there will eventually 
ensue evidence of chronic or sometimes acute in- 
testinal obstruction. 

Involvement of the rectovaginal septum is usually 
present in cases of endometriosis and painful defeca- 
tion is frequently a complaint. I have under ob- 
servation a patient who complains of painful defeca- 
tion which is much worse during her menstrual 
periods. There are tender, hard, firmly fixed nodules 
palpable in the cul-de-sac through the posterior vag- 
inal vault. This patient also complains of dys- 
pareunia. I believe this is an early endometriosis 
of the rectovaginal septum with symptoms too mild 
at this time to warrant any more than palliative 
treatment. 

It is rare that a diagnosis of endometriosis is 
made previous to laparotomy, but the abdominal 
and pelvic surgeon should be constantly aware of 
this condition and with the above-mentioned symp- 
toms and signs he should at least suspect the disease 
and verify his suspicion by microscopic study of 
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frozen sections. The presence of hard, painful, 
fixed nodules in the cul-de-sac is quite suggestive 
of endometrial implants, and, with the vaginal spec- 
ulum in place, these nodules often have a dark blue 
color, due to the presence of menstrual blood, which 
I think is pathognomonic. 

With evidence of intestinal blockage we should 
avail ourselves of X-ray and proctosigmoidoscopic 
investigation. Unlike carcinoma, the mucosa of the 
rectum or sigmoid is intact, but the endometrioma 
may protrude into the lumen like a polyp. 

I would like to briefly present two cases of en- 
dometriosis with intestinal implantations; one of the 
terminal ileum, and the other of the sigmoid. I 
have rarely seen endometriosis that did not involve 
the rectovaginal septum, and I will not mention the 
process further than to say some unnecessary, muti- 
lating operations have been done under the false im- 
On the other hand, the 
inoperable 


pression of malignancy. 
false diagnosis of malignancy has 
prompted the surgeon to do nothing and he gives 
the patient and family a hopeless prognosis. She 
continues to suffer until the menopause withdraws 
the ovarian stimulus to the endometrial implants 
and she begins to enjoy good health instead of dying 
with cancer. 

Possibly the surgeon would advise deep X-ray 
therapy as a placebo and with the cessation of ova- 
rian function the patient would be gradually re- 
stored to health, thereby crediting radiotherapy with 
the cure of a hopeless pelvic carcinoma. 

Case 1. Mrs. J. E. S., History No. 82,297. This 
patient, forty-eight years of age, was referred to me 
for the first time in June, 1932, because of abnormal 
uterine bleeding, frequency of urination and a slight 
incontinence of urine. In 1907 she had an appen- 
dicectomy, and in 1910 a round ligament suspen- 
sion was done for pelvic discomfort and backache. 
Several small fibroids were removed and a small 
ovarian cyst was excised. These operations were 
not done in our institution and I, therefore, have 
no knowledge of the pathology of the ovarian cyst. 

About ten years previous to her consulting me, 
she began having abdominal cramps which were 
at first noticed only at the menstrual period. Later 
these occurred between periods but were always 
more severe during her menses. During these at- 
tacks there was abdominal distention but rarely 
nausea and vomiting. Her family physician sus- 
pected gall-bladder disease and two years ago a 
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cholecystogram was made which showed a normally 
functioning gall-bladder. 

Examination revealed a fibroid tumor of the uterus 
which could account for her uterine bleeding. There 
was also found a tender, fixed mass in the right side 
of the pelvis which seemed to be unattached to the 
uterus. A laparotomy was done and the diagnosis 
of uterine fibroid verified. In addition, however, 
the right tube was occluded at the fimbriated ex- 
tremity by intimate attachment to the right ovary. 
The tube was much distended and filled with choco- 
late colored blood. The right ovary showed exten- 
sive endometrial implantations and was intensely 
adherent to the pelvic floor and broad ligament. 
See Figures 2 and 3. 





Fig. 2.—Photomicrograph of fallopian tube showing thickening 
of rugae and round cell infiltrations. A superficial en- 
dometrium can be seen on the serosal wall. 

The terminal ileum was adherent to the right 
ovary and on separating these structures an endo- 
metrioma was found invading the wall of the bowel 
The 
left ovary showed chronic inflammation and cystic 


and greatly reducing the caliber of its lumen. 


degeneration. 

The operation consisted of hysteromyomectomy 
and bilateral salpingo-odphorectomy. 

The patient has recently been seen and, except 
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for mild menopausal symptoms, she has been in ex- 
cellent health for the past year. 
Mrs. R. K. G., History No. 104,59, 


This patient is forty years of age and consulted me 


Case 2. 


concerning a mass which filled the lower left quad- 
rant of the abdomen and caused great discomi ort. 
She is slightly anemic but has had fairly good 
health until seven months ago when she had a sever 
This at- 
tack just preceded a menstrual period and I believe 


attack of low abdominal and pelvic pain. 


it was due to the rupture of a chocolate cyst of the 
left ovary. The patient has dysmenorrhea for the 
first two days of her period, associated with mild 
constipation, but defecation is not painful. She has 


recently developed dysuria and frequency. 





if 
ut 


Fig. 3.—Photomicrograph of cvary showing chronic odphoritis 
and endometrial glands surrounded by stroma. 

On examination a mass could be palpated on the 
left side of the abdomen extending up to the umbili- 
cus and beyond the mid-line. On bimanual exami- 
nation the pelvis was found to be filled with ad- 
herent, tender cystic masses. A diagnosis of bi- 
lateral ovarian cysts was made and through a mid- 
line incision the abdomen was opened and the diag- 
The left cyst was about five 


They 


nosis was verified. 
inches and the right three inches in diameter. 
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were densely adherent and ruptured during delivery, 
expelling a thick chocolate colored material. 

Both ovaries were so much damaged by these cysts 
that bilateral odphorectomy was done. Many en- 
dometrial implants were found in the broad liga- 
ments and on the pelvic floor. On the anterior wall 
of the lower third of the sigmoid there was found 
a tumor about 2 cm. in diameter which was causing 
much narrowing of the bowel. Except for dark blue 
dots on the surface of the tumor it looked much like 
a carcinoma. <A small piece of tissue was excised 
from this implant for a quick section and the gross 
diagnosis of endometrioma verified by microscopic 
See Figure 4. 


study. 


Photomicrograph showing an endometrial implant on 
the wall of the sigmoid. 


The patient is in excellent health at the end of 
three months and has no menopausal symptoms. 


CoMMENTS 

There is much uncertainty as to the true cause 
of endometriosis. No one theory seems to be suffi- 
cient to explain the condition in its various loca- 
tions. Many small implants are symptomless and 
are discovered during operations for other abdomi- 
nal and pelvic conditions. They may be ignored 
or excised. 


ble. 


If not excised they may later give trou- 
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In case one of this report there was an associated 
fibromyoma of the uterus causing pain, metror- 
rhagia and slight incontinence of urine. There was 
also chronic intestinal obstruction due to an endo- 
Had this patient 
been younger it might have been more conservative 


metrioma of the terminal ileum. 


to resect the segment of terminal ileum containing 
the endometrioma and leave the left ovary to func- 
tion until the normal menopause. 

In case two the endometrioma of the sigmoid 
simulated carcinoma but the quick section showed 
the true nature of the tumor. Both ovaries were 
badly damaged by endometriosis and were removed 
with the full expectation that the tumor of the sig- 
moid would slowly atrophy and virtua!ly disappear. 

I have followed some patients who had extensive 
endometriosis of the rectovaginal septum and six 
months after removal of the ovaries there remained 
no evidence of implants. 

Should 


acute obstruction, a temporary ileostomy or colostomy 


an endometrioma of the intestine cause 


should be done and later a resection of the bowel, 
or, better, removal of all ovarian tissue. The age 
of the patient and extent of pelvic endometriosis 
I think 


operation of colonic resection is 


should guide the surgeon in his decision. 
the formidable 
rarely indicated and proctectomy never. 

Inasmuch as a pre-operative diagnosis of endo- 
metriosis is rarely made except in very advanced 
lesions and with so great a possibility of a compli- 
cating pelvic inflammatory disease, radiotherapy is 
contra-indicated. However, when insignificant im- 
plants are found in the course of pelvic operation 
for another reason than bilateral odphcrectomy and 
subsequently evidence of endometriosis arises, radio- 
therapy could be used to stop the menstrual func- 
tion with assured success. 

If endometriomas have been excised and ovarian 
tissue left with recurrence of endometriosis, I am 
sure X-ray is the treatment of choice. 

The prognosis of endometriosis is excellent when 
properly treated, and careful gross and microscopic 
studies should be carried out to avoid confusion with 
carcinoma which would lead often to an unnecessary 
and dangerous resection of bowel or abandonment 
of any surgical procedure because of apparent hope- 
lessness. 

DISCUSSION 

Dr. A. P. Jones, Roanoke: 

dominal surgery in the female is very much interested 


Every man who does ab 
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in this particular subject, which Dr. Goodwin has dis- 
cussed so well. Russell, in about 1899, first described 
a mass which he did not, at the time, call by this 
same name. Then Cullen came along and talked to 
us about adenomyomata, and, finally, Sampson has very 
definitely showed us the nature of this condition. The 
most interesting point about it is that it has primarily 
a menstrual origin and therefore is always found dur- 
ing the menstruating life of the individual. 
that two of Dr. Goodwin’s cases were forty-eight and 


I notice 
forty-five, respectively. Two of my seven cases were 
in women in the thirties; therefore, the ovaries could 
not be removed. 

One of the points I might mention is the extremely 
irritating nature of the discharge from these cysts and 
the dense adhesions which occur. The tubes, for some 
curious reason, are usually not tied down, as are the 
rest of the pelvic organs. Before the true nature of 
this condition was recognized there was an occasional 
report of a pelvic inflammatory disease in which the 
tubes were free—very evidently a case of this malady. 

I have seen reports of cases of cystoscopy in which 
there were found minute, blue, so-called “huckleberry 
cysts’ of the bladder wall. 
the bladder. 

I recall a woman who had had a normal menstrual 
history until about four months before I saw her. Then 
her periods became very painful, for the first time in 
her life, and between the periods there was some pelvic 
This discomfort increased at each period. 
On examination a mass could be palpated. In this one 
instance I hazarded a pre-operative guess of endome- 
The history seemed 
to me to be more nearly typical than in any other case 


This was extension into 


discomfort. 


trioma, and that proved to be true. 


I had ever seen. 

Reder reported some cases of menstrual appendicitis, 
and it was only after the work of Sampson that he 
recognized this to be not appendicitis at all, but cases 
of this endometriosis. 

It is a very interesting condition, and I think we should 
thank Dr. Goodwin for his very lucid description. 

Dr. J. SHerton Horsey, Richmond: Dr. Goodwin, 
in his excellent presentation, has called attention to a 
condition that I think is far more common than we 
realized until the work of Sampson, to which he re- 
ferred, classified it on a logical and pathological basis. 
The case history that Dr. Jones just gave is interesting. 
When we have a patient who is well along in men- 
strual life pretty satisfactorily, and suddenly, without 
any intervening inflammatory condition at all, she begins 
to have painful menstruation, that is quite suggestive of 
endometriosis. If we look for these cases I think we 
shall find a good many of them. I find them much 
more frequently than I formerly did. 

Dr. Horsley presented a lantern slide and continued: 
This is a section of bowel which I resected from a 
woman about forty-eight years of age, who had had a 
fairly normal menstrual history, though backache and 
some symptoms indicating partial obstruction. She was 
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quite anxious to preserve her menstrual function. She 
had been a widow and was recently re-married. I vp- 
erated and found a small ovarian cyst. It was no: a 
chocolate cyst and not adherent. This was removed, 
leaving some ovarian tissue on that side. There was a 
mass in the terminal sigmoid and upper rectum which 
felt somewhat like carcinoma. 


about it, I took a frozen section, which showed en- 


Feeling a little uncertain 
dometriosis. It completely circled the bowel and was 
producing obstruction, though not complete obstruction. 
I felt in this case complete resection should be done. | 
did a complete colostomy on the right side and a few 
days later resected the bowel. She made an uneventful 
recovery with preservation of ovarian function. 

This slide shows the muscular coat, somewhat byper- 
trophied, and over it the mucosa is stretched, but there 
is no abrasion in the mucosa; it is perfectly normal. 
In this circular constricting band are these little cysts 
lined with columnar cells and containing menstrual 
blood. Even if we had destroyed the ovaries, with this 
thick band entirely circling the bowel, I don’t think she 
would have obtained relief. So I did this complete 
resection, even though I knew at the time it was not 
malignant. 

I have recently, too, found a case in whom an ex- 
tension went over the ureter and apparently partly ob- 
structed it. I dissected it off, after doing a complete 
hysterectomy, and the patient made a satisfactory re- 
covery. 

Dr. Stuart MicHaux, Richmond: I shall just take 
opportunity to thank Dr. Goodwin for his paper and 
to say a few words about prophylaxis in this condition. 
Very little has been said about that. I think Sampson's 
theories have been fairly well substantiated. I don't 
think any theory runs true to form in every case, and 
it may be there is a transmission of these implants by 
the lymphatics, and certainly, we know, there is trans- 
mission by the large venous uterine channels. When we 
take into consideration that the implants are carried into 
the fallopian tubes and from there into the cul-de-sac, 
we have a fertile field, in retroversion of the uterus, for 
this condition. We rarely find a case of endometriosis 
in which there is not existing or has been existing a 
retroversion of the uterus. When the peristaltic wave 
takes place to extrude the menstrual blood, there is ex- 
trusion into the fallopian tubes and into the cul-de-sac. 
The uterus has inadequate drainage. Of course, we see 
this condition in women without retroversion of the 
uterus. But in a large majority of those cases the 
uterus rests upon these cysts; the cysts have become so 
large that they lift the uterus out of the cul-de-sac, and 
the uterus rests upon them; the uterus is in a vertical 
position and is then draining. 

Occasionally we find a case in a woman with acute 
anteflexion. Here we have inadequate draining, forc- 
ing of the fluid and the endometrial cells into the cul- 
de-sac. If we would pay more attention to promoting 
proper uterine drainage in all cases of menstrual pain, 
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and particularly to relieving retroversion, we could pre- 
vert a great many of these cases from developing. 
should like to say a few words about the treatment 
in younger women. I am opposed, personally, to very 
radical resections of the colon, sigmoid, or cecum when 
an implant exists. I think a woman is far better off 
in having the ovarian secretion removed by bilateral 


odphorectomy, because, almost invariably, when one 
ovary is affected with a chocolate cyst, the other one is 
also. Or, if not found then, it will develop in later 
life. She is far better off in having bilateral odphorec- 
tomy. If she is young, balance can be maintained to a 
very satisfactory extent by the administration of female 
sex hormone intra-muscularly. This should be begun 
eighteen 


oophorectomy has been performed. 


at from twelve to months after bilateral 
These women can 
be taught to give themselves an injection twice a week 
and kept in fairly good balance. 

Dr. Goodwin talked about the rectovaginal septum. 
My impression is that this lies below the peritoneum 


and that we find most of these implants in the cul-de-sac. 


Question—(Dr. Horstey): Will not those injections 


have the same effect as living ovarian tissue? 


Answer: Yes, but sufficient time should be given for 


the atrophy of the implants. Then they can be used 
successfully. And the patient can be taught to ad- 


minister them to herself. 


Dr. Goopwin, closing the discussion: I just want, 
very briefly, to thank those gentlemen who were so 
kind as to discuss my paper. 

First, Dr. Jones spoke of the fact that the fallopian 
tubes are usually free in cases of endometriosis. I find 
that to be true. In the first case which I reported, how- 
ever, the right tube was not free, but I believe it had 
been free for a considerable time and that is how she 
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got her endometriosis, but later the fimbriated end be- 
came adherent to the right ovary and the blood backed 
up in the tube. 

Dr. Jones also spoke of endometrial appendicitis. I 
have not seen an endometrial implant on an appendix. 
I have reported, however, a case in which a woman 
had an implant on the uterus and a primary carcinoma 
of the appendix, which is not very usual. 

I was also glad to hear Dr. Horsley’s views on the 
subject. While he resected the large bowel, I believe 
he was driven to that by the condition of his patient. 
Many of these, I believe, will get by without resection 
if we withdraw the ovarian stimulus. However, Dr. 
Judd has also reported a case, and so have other men, 
in which they resected the large bowel. I believe in 
my first case, if the patient had been a young woman, 
it would have been better to resect a small portion of 
the ileum and let her have a normal menopause. 

All of the cases of éndometriosis I have seen have 
either had a fibromyoma of the uterus or a retrodis- 
placement. In some the uterus has been pushed for- 
ward by the ovarian cysts. Endometriosis may be asso- 
ciated with acute anteflexion of the uterus. 

Dr. Michaux questioned my use of the term “endo- 
metriosis of the rectovaginal septum.’ I have ample 
authority for this in the literature and prefer it to the 
term “endometriosis of the cul-de-sac.” 

Dr. Sampson, who brought this subject to our atten- 
tion so forcibly, has advised against diagnostic curet- 
tage when there is a suspicion of carcinoma of the body 
of the uterus. I can’t diagnose carcinoma of the body 
of the uterus without curettage. I have never seen a 
carcinoma of the pelvis caused by diagnostic curettage, 
but it is conceivable that blood containing malignant 
cells may be forced through the tubes and cause carcino- 


matosis. 





THE EARLY DIAGNOSIS OF PRIMARY MALIGNANT BONE TUMORS IN EARLY 
LIFE.* 


MarsHALL J. Payne, M. D., F. A. C. S., 
Staunton, Va. 


It is a mistake to teach that the diagnosis of 
primary malignant growths in the early stage is 
Of all the pitfalls in the practice of 
the healing art none is so thinly covered, yet so per- 


easily made. 


fectly concealed as the early diagnosis of primary 


malignant bone tumors in early life. 





*Read at the sixty-fourth annual session of the Medi- 
cal Society of Virginia, in Lynchburg, October 24-26, 
1933, 

Lantern slides were shown with this paper. 


A great deal of harm may be done by teaching 
that a bone sarcoma is easily and always early 
diagnosed. Nothing is further from the truth. I 
have known of a case of giant cell sarcoma to escape 
diagnosis for a number of months. The diagnosis 
of bone sarcoma must be made with timely precision. 
The very nature of the malady, attended as it is by 
a rapid course, early and wide-spread metastases to 


the vital organs of the body, as for example the 
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lungs, and almost unerring fatality within two years 
from its inception, leaves no room for temporizing 
measures and indecision. 

The clinical instance of primary malignant bone 
tumors shows that about 33-1/3 per cent of all sar- 
comas of the human body are found in bone. It 
is estimated that at any moment one person to 
100,000 people of the United States is affected with 
bone sarcoma while in England the ratio is one to 
75,000. 

I fear that the great majority of us have the 
impression that a bone sarcoma is something large, 
hard, ulcerated, bleeding, painful, with profound 
and constant bedy changes. This textbook descrip- 
tion is true today in far too many instances. 

Let us turn our view, so to speak, from the gross 
classical description of bone sarcoma to what may 
The cancer bud is 
That is 
the microscopical nucleus frem which the malignant 


be termed the “cancer bud.” 
defined as the first primitive cancer cells. 
bone tumor springs. It is not possible, as yet, for 
anyone to make an accurate, complete diagnosis of 
malignant bony changes in the stage of the cancer 
bud. The cancer bud is the stage in which the 
diagnosis is of most value to the patient yet most 
Little actual 


value will be gained for the patient from late diag- 


difficult for the practitioner to make. 


nosis of true primary malignant bone tumors. 

In the present presentation of this subject only 
primary malignant bone tumors, which are always 
sarcoma, will be dealt with. 

The classification of Codman is offered as an aid 
to a proper understanding of this difficult and impor- 
tant subject. 

Malignant growths of the bone occur twice as fre- 
quently as benign tumors of the bone. It is esti- 
mated that approximately 1500 cases of primary 
malignant bone tumors are living at this moment 
in the United States. 
cases seen by the average practitioner is small and 


At this rate the number of 


perhaps not more than one to four cases in all of his 
experience. My own personal experience includes 
four cases, two of which were seen in association 
with another physician. It may, therefore, be read- 
ily seen that but few of us are often forcibly re- 
minded by the occurrence of primary malignant 
tumors of the bone on account of their infrequency 
in our daily work to keep the problem before us at 


all times. 
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Sarcomas of the bone are more common in ea! ly 
life. The peak of frequency is reached at abcut 
twenty years of age, and then rapidly declines until 
it is rather rare after forty years of age. 

Carcimona of the bone is purely secondary aid 
is always a destructive process. Carcimona of tie 
bone is a metastatic process and in making a con- 
structive diagnosis one should always search for a 
primary focus. Secondary involvement of the bone 
in “known carcimona cases” is expected and is 
looked for by the practitioner. Primary malignant 
tumors are often not thought of until our senses are 
rudely awakened by the presence of metastases. It 
is stated that at least 25 per cent to 50 per cent of 
diagnoses in primary bone sarcomata are erroneous 
on account of the condition being entirely over- 
looked or unsuspected. 

It is said that the average diagnosis is not made 
A diag- 


nosis of primary malignant growth of the bone after 


until metastatic changes have taken place. 


metastases is of no more importance to the patient 
The diag- 


nosis to be of value to the patient must embrace ac- 


than a diagnosis made at the autopsy. 


curate verified determination of the site or location, 
the nature or type of the tumor, the extent and stage 
of the malignant growth, and the presence or ab- 
sence of metastatic changes. 

The diagnostic problems of primary bone sar- 
coma may be summed up as follows: 
(The following 


slide illustrates the presence of a bone cyst and a 


lst. Is there a bone tumor? 


recurrent bone tumor following an operation. The 
tumor removed was not examined under the micre- 
scope. ) 

2nd. Is the bone tumor benign or malignant? 

3rd. Is the growth single or multiple? 

4th. Is the growth primary or secondary? 

5th. If the growth is secondary, is it a sar- 
comata or is it a carcinomata ? 

6th. Determination or proof of the site of the 
bony tumor. 

7th. The probable site may be overlooked (Cod- 
man). 

Evidences of benign bone tumors and evidences 
of malignant bone tumors should be well under- 
stood. 

The evidences of bone sarcoma are: 

1st. Pain (nocturnal). In my experience the 
pain in the early stage of bone sarcoma is not 
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marked. The pain in the later stages is extremely 
severe. 


2nd. Limp. The presence of a limp affecting 
the knee in a child or young person calls for a 
most careful examination of the part in order to 


( 


termine the presence or absence of bony changes. 
3rd. Tenderness. Local tenderness is evidence 
t should receive careful study. 

+th. Atrophy of the muscles adjacent to the part 


o 


77 


a rather late sign. 
5th. Trauma. History of an injury should call 
to mind Bilroth’s statement—‘No trauma, no sar- 
coma.” 

6th. The femur is affected in 52 per cent of all 
cases; the tibia in 20 per cent; the humerus in 9 
per cent; the pelvis in 5 per cent; the skull, the in- 
ferior and superior maxillary and all other bones 
in 14 per cent. 

7th. The seats of predilection of osteogenic and 
osteolytic sarcomata affecting the lower extremity 
are: (a) the lower end of the femur 82 per cent; 
(b) the upper end of the tibia 90 per cent; (c) the 
shaft, neck, and head of the femur 18 per cent; 
the shaft of the femur solely 9 per cent. 

The inner aspect of the head of the tibia is the 
site of the growth in practically all cases involving 
the upper end of this bone, and, strangely enough, 
the left tibia is more frequently affected than the 
right. The explanation of the frequency of the 
growth in the young and in the femur and tibia is 
had in the fact that true ossification of these bones 
is found in late childhood. The femur and tibia 
are the last bones of the body to reach maturity of 
development. It is the young, immature or unde- 
veloped cells that readily yield to the influences 
which cause them to take on primary malignant 
The less differentiated the cell is from 
the normal, the more certain the malignancy and as 
It is a mistake, 


growth. 


a rule the greater the malignancy. 
however, to rely solely on the microscopic appear- 
ance of the cell in order to determine and fix the 
grade of malignancy. The type of the malignancy 
is better determined by the clinical course of the 
disease. 

There are at present 1500 cases recorded in the 
registry of bone sarcoma in the American College 
of Surgeons. Six hundred and forty-three of these 
cases are reported in children from one to twenty 


years of age, inclusive. Forty-one metastatic tumors 


VIRGINIA MepicaL MontTHLy 265 


are included in this group of 1500 cases. No true 


primary carcinomatous growth of the bone has been 


recorded in the Registry. 


TUMORS OF BONE 
NOMENCLATURE OF BONE Tumors (AFTER THE CODMAN 
REGISTRY ) 
I. Osteogenic Tumors: 
A. Benign: 
1. Exostosis. 
2. Osteoma. 
3. Chondroma. 
4. Fibroma. 
B. Malignant: (Osteogenic Sarcoma, Osteoblastic, 
Osteoblastoma). 
[Osteolytic Sarcoma, Osteoclast] 
[42.8%]. 
1. Gross anatomic types: 
a. Medullary and subperiosteal. 
b. Periosteal. 
c. Sclerosing. 
d. Telangiectatic. 
2. Undifferentiated sarcoma. 
3. Periosteal fibrosarcoma. 
II. Parosteal Sarcoma. 
III. Giant-cell Tumor. 
IV. Myeloma (only true round cell). 
V. Ewing’s Tumor (probably Endothelioma.) [10%] 
VI. Angioma: 
A. Benign. 
B. Malignant (angiosarcoma). 
VII. Metastatic Tumors: 
A. Carcinoma (never primary in bone). 
B. Sarcoma. 
C. Hypernephroma. 
VIII. Osteitis Fibrosa Cystica. 
IX. Inflammatory conditions that may simulate tumors: 
A. Osteoperiostitis: 
1. Traumatic (bone callus). 
2. Syphilitic. 
3. Infectious. 
B. Myositis ossificans. 
X. Odontoma. 
XI. Paget’s Disease, disease of late life 
[14% develop bone sarcoma]). 


A copy with the added data in brackets of the 
Ccdman classification is presented for your infor- 
mation. In the present presentation the discussion 
will be limited to the exhibition of slides of the 
following : 

Bone tumor—(two slides). 

Benign giant cell tumor—X-rays (five slides). 

Benign giant cell tumor—microphotographs (three 
slides ). 

Ewing’s sarcoma—X-rays (five slides). 


Ewing’s sarcoma—microphotographs (seven 
slides). 

Osteogenic sarcoma—X-rays (six slides). 

Osteogenic sarcoma — microphotographs (six 
slides). 

Osteolytic sarcoma—(two slides). 

Osteolytic sarcoma — microphotographs (one 
slide). 
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I quote in part, from Kolodny: 

According to the degree of differentiation of oste- 
egenic sarcoma, these tumors are usually divided in 
two groups: Osteoblastic and osteolytic, depending 
upon the degree of bone production or destruction. 
From the material studied it is believed that there 
are no pure osteoblastic or pure osteolytic osteo- 
genic sarcomata. The tendency of all cases of 
this class of sarcoma is to produce bone in some 
part of the tumor, because, as it was pointed out 
above, the cells of which an osteogenic sarcoma is 
composed are of the osteogenic variety, i. e., poten- 
tial bone forming cells. An osteolytic tumor, having 
destroyed much of the involved bone, usually has 
minute foci of new formed bone sparsely scattered 
through the tumor, which, when the tumor is cut, 
give a gritty sensation. In an osteogenic osteoblastic 
tumor we see masses of new formed bone, casting 
the characteristic dense shadow in the roentgenogram, 
as also numerous minute foci of cellular areas with- 
out any trace of bone formation. There is, however, 
a decided difference in the consistency of an osteo- 
blastic and osteolytic osteogenic sarcoma. The soft- 
ness of an osteolytic ostenogenic sarcoma ranges be- 
tween the firm elastic consistency of cartilage and 
the semi-fluid consistency of myxomatous tissue. Be- 
sides minute foci of bone, osteolytic tumors are com- 
posed of cartilage, myxomatous tissue, or fibrous 
tissue, or a combination of two, or all three. The 
consistency is dependent upon the prevalence in the 
tumor of any one of these tissues. 

From the standpoint of the theory of “repair and 
growth restraint,” osteolytic osteogenic sarcomata 
may be regarded as tumors in which the differentia- 
tion of the cellular elements has proceeded to a cer- 
tain point on the long path between the primitive 
mesoblast and the mature osteoblast. In relation to 
this, two observations are interesting: “One is the 
osteolytic tumors are much more frequent in adults 
than children and adolescents; and the other is that 
an osteolytic osteogenic sarcoma more frequently in 
vades the epiphysis than an osteoblastic osteogenic 
sarcoma. The latter fact is probably merely a re- 
sult of the former—the ossified epiphyseal line in 
adults is not resisting to an epiphyseal invasion of a 
metaphyseal osteogenic sarcoma. The fact that 
osteolytic osteogenic sarcomata are met more fre- 
quently in the adult in whom regenerative powers 
of the bone are weaker than in the young seems to 


MeEpIcAL MOoNTHLY 


[ August, 


correspond well with the expressed idea of an osi»0- 
lytic tumor being an undifferentiated osteogenic s ir- 
coma.—Kolodny.”” Refer. S$. G. & Ob. Journal 
Supplement, Vol. 44. 

When cartilage prevails in the osteolytic form, 





the tissue is firm, elastic, gritty, with the grayish 
white, semi-translucent, milky, bluish appearance of 
cartilage. 

The type of malignancy, whether high or low 
grade, is a clinical manisfestation, and we should 
remember this fact. 

In the osteogenic sarcoma the cells are more or 
less differentiated forerunners of osteoblasts. This 
group comprises the majority of primary malignant 
bone tumors (Kolodny). 

Kolodny thinks no sharp line can be drawn be- 
tween the four types referred to in the classification 
adopted by the Registry Committee. 

The X-ray and biopsy (a biopsy is no more than 
a living autopsy) may be credited with the ability 
to prove a diagnosis. It is essential that the new 
growth be first localized with the X-rays before the 
biopsy may be properly made. No one, I think, 
would have the hardihood to cut into a limb and 
open into the bone with the idea of finding a new 
growth without first having had some designation 
of the bony lesion by the X-rays. It is not always 
possible to make a final diagnosis of a malignant 
bony tumor in all cases by the X-rays, and it must 
be remembered that as yet we do not know just how 
early the X-rays will show primary malignant 
growth of the bone. It seems at this writing that 
it is impossible to demonstrate by the X-rays the 
“cancer bud.” 

Kolodny states that it is not always possible to 
make an accurate diagnosis even of the giant cell 
sarcoma, the curable kind. 
Johns Hopkins Hospital show that improvement in 
the results have occurred since 1921, due largely 


The records of the 


to better diagnosis. While positive findings in a 
biopsy is conclusive evidence, we cannot claim the 
biopsy to be practicable in the very early stage. 
It is evident that all of our means of making certain 
the diagnosis of malignancy in the early stages are 
limited. 

Having made a diagnosis of some bone tumor, the 
next step will be the determination of the nature 
of the growth. Is it a benign, or is it a malignant 
growth ? 
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(he use of the X-ray will he required in order 
that we may determine the presence of a new growth 
of the bone in the early stage. It will not always 
be possible to accurately determine the nature of 
the growth without resort to a biopsy. 

One complaining of pain or tenderness at a seat 
of predilection of bone sarcoma, and giving a his- 
tory of some prior injury, either immediate or re- 
mote, should be subjected at once to careful X-ray 
studies, in order that the presence or absence of 
If the X-ray 
studies are inconclusive as to the exact nature of 


bone changes may be determined. 


the process revealed, then, and then only, the biopsy 
should be done under the most careful precautions, 
remembering always that additional trauma, even 
of the sharp scalpel of the surgeon, may excite 
metatases to the lung or elsewhere and hasten death. 

Grave doubts may be entertained of a diagnosis 
of osteogenic osteolytic sarcoma in which cures have 
been reported. To date there is no record of a 
proven cure of osteogenic sarcoma. This is likewise 
true of the osteolytic sarcoma. 

The radio-sensitiveness and radio-resistence of cer- 
tuin bone tumors may be employed as a further aid 
in the diagnosis. It matters not at what stage the 
case is first seen, most careful histories should be 
obtained, blood examinations made, and searching 
physical and X-ray examination of the affected parts 
and of the lungs or chest should always be made. 
No examination is complete without such X-rays. 

The extreme and certain fatalities attending bone 
sarcoma in early life should stimulate our profes- 
sion to a supreme effort in order that the diagnosis 
and treatment of this condition may be more securely 
established. 

The type and grade of malignancy may be deter- 
mined only by the clinical course. The constructive 
diagnosis and clinical course of benign and malig- 
nant bony growths may be summarized scmewhat as 
follows: 

The denign growths: A capsule is present, the 
joint is rarely involved except by mechanical block- 
ing; the growth expands and displaces the bone sub- 
stance slowly; ossification is in proportion to the 
bone growth; periosteal reaction or periosteal pro- 
liferation is not found except in case fracture oc- 
curs; the blood picture is not markedly or constantly 
affected; the general health is not seriously affected; 
no recurrence is seen following proper operation; no 
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metatases occur; and no death directly traceable to 
the new growth in question is seen. 

The malignant primary bony tumors: A capsule 
is absent or very indefinite; the bone cortex is early 
destroyed; the joint, if adjacent, is frequently in- 
volved; the bone proper is invaded and destroyed; 
ossification is not proportionate to the bone growth; 
periosteal involvement and proliferation is common; 
the blood may be grossly affected; the general health 
is rapidly and strikingly attacked; recurrence after 
even careful radical operations is the rule, and re- 
currence may occur even before the operative wound 
has healed—metastases to the lymphatics, other 
bones, to the lungs and other structures, and certain 
and early death ensues. 

Both the constructive and the differential diagnosis 
must rely largely on the X-ray examination. Care- 
ful history and physical examination are absolute 
requisites. The final clinical differential diagnosis 
cannot be accurately determined without the aid of 
the biopsy. 


most careful manner. 


The biopsy must be carried out in a 
Dr. Bloodgood has recently 
made the statement that the “Pre-operative biopsy 
needs restudy,” and that ‘ultimately cancer will ap- 
pear as a microscopic disease in which only the 
“microscopic” examination will make the diagno- 
sis, and we must prepare ourselves to meet this new 
requirement.” 

The treatment of bone sarcoma and the results at- 
tained depend entirely on the appreciation of the 
foregoing conclusion. 

DIscussION 

Dr. WricHT CLARKSON, Petersburg: Dr. Payne has 
covered the subject well. I enjoyed his paper and I 
think he deserves our compliments. There are three 
points I would like to emphasize. One is the danger of 
eliciting tenderness by palpation. The fact that tumors 
may be made to metastasize by massaging them has been 
definitely established by Dr. Wood. 
too anxious to make the diagnosis in these bone tumors 


Sometimes we are 
and palpate them too much. Another important thing 
is the fact that Dr. Ewing's work indicates that metas- 
tases can be prevented, even in bone sarcoma, by pre- 
liminary irradiation. Therefore, whenever there is a 
fair possibility of a lesion being a new growth, it should 
be irradiated immediately. Finally, I wish to stress the 
importance of biopsy. A roentgenogram is absolutely 
necessary in these cases and a good roentgenologist can 
usually make a correct diagnosis in bone tumors, but 
there are many cases of error and we should not fail 
to examine the tissue under the microscope in every case, 
being prepared to do a radical operation immediately 


if our findings indicate this to be the proper procedure. 
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PROBLEMS IN TRANSURETHRAL SURGERY.* 


S. BEveRLY Cary, M. D., 


Roanoke, Va. 


Over three years have elapsed since Davis' pub- 
lished a startling and almost unbelievable report of 
spectacular results obtained in a series of one hun- 
dred and twenty-three cases of transurethral pro- 
static resections. Severe criticisms from some quar- 
ters were heaped upon him, just as it is upon every 
pioneer in a new field. Many of those whe were 
most skeptical are now ardent advocates of the endo- 
urethral attack of prostatic obstructions and their 
enthusiasm of the procedure is increasing with each 
presentation of the subject. 

Since the earlv days of resection, thousands of 
cases have been reported by resectionists throughout 
the country. There is no field in surgery which has 
been more intensely cultivated, as evidenced by a 
bumper crop of prostates submitting daily to the 
so-called simple operation, which in some instances 
seem to follow an erroneous slogan of “in one day 
and out the next.” It is unfortunate that this valu- 
able field has been given such wide publicity as a 
minor procedure which can be carried out with 
complete safety. There is no logical reason why 
complications common to other surgical procedures 
should not arise, plus the dangers peculiar to opera- 
tions along the urinary tract. 

It is against all of the well established principles 
of surgery to instill the idea in the minds of the 
public, as well as the profession, that tissues, espe- 
cially those of the vesical neck and urethra of the 
old man can be excised, incised and traumatised at 
will without a ripple in convalescence. Contrary to 
the usual discussion of this great and important sub- 
ject, I am avoiding the sunny side of which all of 
you are familiar. While comparatively little has 
been said in regard to complications and mortality, 
information has been collected through personal con- 
versations with resectionists and a limited number 
of published articles. Difficulties which have been 
encountered correspond very closely to my own. 

It should be understood that pre-operative and 
post-operative care is as important in transurethral 


surgery as it is in prostatectomy. Even though the 





*Read before the Southwest Virginia Medical Society, 
at Marion, March, 1934. 


most meticulous care is given these old men, it is 
fair to assume that difficulties will arise which v: 
from a stormy convalescence to mortality. 

In a small series of one hundred cases which ha 
come under our care, there have been three deaths. 
One died ten days after operation from a general 
sepsis. This man’s resistance was at low ebb, d 
to a pneumonia which he contracted six weeks pre- 
vious to resection. Our second death occurred on 
the eleventh day after operation from a paralytic 
ileus. Several deaths from this complication have 
been reported in the literature, but no satisfactory 
explanation has been offered for its development. 
The third case died from a cerebral thrombosis five 
weeks after operation. This man did exceptionall 
well following resection and had gone to the coun- 
try to rest preparatory to resuming work. 

Infection to a greater or lesser degree can be ex- 
pected in every case. This is not hard to under- 
stand when we consider the coagulated vesical neck 
and prostatic urethra offering a fertile field for bac- 
terial growth, even in the presence of urine which 
was previously uninfected. Fortunately these in- 
fections rarely prove fatal, but are to be recognized 
as a potential source ot general sepsis. In two oi 
our cases, pyelonephritis has persisted for several 
months and is still giving trouble, but in fairness, it 
must be admitted that the condition may have ex 
isted previous to operation. 

Hemorrhage at the time of operation, immediately 
following, and a delayed hematuria are to be reck- 
cned with as serious complications. In two in- 
stances, hemorrhage at the time of operation has 
been annoying. Curiously enough, both of these 
patients maintained a complete erection during the 
cntire procedure in spite of an otherwise satisfactor\ 
spinal anesthesia. Resections in these cases were 
extremely tedious, not only because of bleeding which 
consumed three-fourths of the time to control, but 
the difficulty of manipulating the resectoscope un- 
der such adverse conditions, made the operations 
somewhat laborious for the operator, and added t 
the urethral traumatism. 

In two cases, a massive secondary hemorrhage oc- 
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curred. Fortunately, both of these patients lived 
close by and, were brought to the hospital without 
delay, following a complete blocking of the bladder 
by clots. 

In case No. 1, hemorrhage occurred twenty days 
‘ter operation and the bladder was filled with clots. 


After evacuating a double handful of these, spurter 
vas located and coagulated. The hemorrhage was 
promptly controlled and there was no further trouble. 

Case No. 2 presents many unusual features that 
are of sufficient interest to justify, a detailed report. 
This man, age fifty-six, submitted to a transurethral 
resection January 8, 1934, on account of frequent 


He 


states that these symptoms have been present at 


voiding and discomfort in the perineal region. 


intervals for the past ten years and are becoming 
more pronounced, and practically continuous. Three 
years ago, he had a profuse hemorrhage from the 
urinary tract and passed a large number of clots. 
Hematuria continued for several days. A cysto- 
urethroscopic examination, one week previous to op- 
eration, revealed a median bar hypertrophy and 
numerous dilated veins, involving the posterior seg- 
ment of the vesical neck, floor and left lateral wall 
of the urethra. At operation, the median bar was 
completely excised along with all visible varicosities. 
There was very little oozing at the time of operation 
«nd immediately after. The catheter was removed 
on the third day and the patient returned home on 
fourth. Fifteen days later, we were informed 
that a hemorrhage had occurred and there was con- 


the 
siderable difficulty in voiding. On admittance to 
the hospital, three or four ounces of clots were evac- 
uated from the bladder through a McCarthy pan- 
endoscope sheath. The bleeder was coagulated and 
a catheter strapped in place for continuous drain- 
age. There was no appearance of blood during the 
next twenty-four hours and the patient was allowed 
to return home, with instructions to remain quiet. 
Twelve hours later, hemorrhage reappeared and 
progressed to the point of completely blocking the 
catheter. On re-admittance to the hospital, the 
bladder was found distended with clots. Over seven- 
teen ounces of these were evacuated and numerous 
bleeding areas were located and sealed by coagula- 
tion. An indwelling catheter was strapped in place 
and allowed to remain for two weeks. During this 
time, there was only an occasional staining of the 
consisted of coagulin, 


urine. General treatment 
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calcium gluconate and stypticin. In view of the 
fact that this.man consistently ran a blood pressure 
of 275/160, he was kept absolutely at rest for a 
period of four weeks and nitroglycerin given every 
four hours. During his hospital stay, there were 
two rather copious hemorrhages from the rectum due 
to a single hemorrhoid. This was controlled by in- 
jection. The blood coagulation time was not esti- 
mated previous to operation; however, we were aware 
of the very high pressure, and it is logical to assume’ 
that the latter was largely responsible for our un- 
happy experience. 

There is also one case of delayed hematuria, not 
of a serious nature, which occurred three months 
following operation. This was controlled by sim- 
ple measures. 

Epididymitis has been relatively infrequent, con- 
sidering the fact that not a single case of ligation 
of the vas has been carried out. Only four in- 
stances of this annoying complication has inter- 
rupted a smooth convalescence. Three were uni- 
lateral and of short duration, while the other was 
bilateral and angry. 

Phlebitis has occurred once. This is a rather 
disturbing complication and one which necessari!) 
keeps the old man inactive over a longer period than 
is good for him, as well as prolonging hospitaliza- 
tion. 

A case of advanced carcinoma and diabetes de- 
veloped an ischiorectal abscess three months after 
resection. This was incised and a large amount of 
colonic pus evacuated. Several days later, a perineal 
urethral fistula developed which has persisted. 

Permanent incontinence is comparatively rare, 
though a fair number have been reported, partic- 
ularly following resection of carcinomae which have 
extended antericr to the verumontanum. 

Two instances of partial and transitory incon- 
tinence have been a source of inconvenience to pa- 
One continued for four 
Both 


ably taken care of by the Cunningham incontinence 


tients and a worry to me. 
weeks and the other for six. were comfort- 
clamp until the function of the external sphincter re- 
gained control. In both of these patients, we were 
sure that the external sphincter was not cut. It seems 
logical to explain the lack of control in these cases 
to a wide distention and traumatism to the cut-ott 
muscle by instrumentation. In some instances, no 


doubt, this complication is due to removal of the 
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vesical neck prostatic plug in the presence of a 
sphincter which has been inactive over.a long period. 
Exercise of this muscle by start and stop at each 
voiding over a period of time goes a long way to- 
ward correction. Lewis and Carroll,” in their arti- 
cle—‘Prostatic Resection Without the Moonlight and 
Roses’’—give a very comprehensive resumé of the 
difficulties encountered by themselves, as well as 
resectionists distributed over a widely diversified 
geographical area. Alcock,* Sargent and others 
have also pointed out some dangers and difficulties 
involved in this work. 

It is very necessary for us to recognize these dan- 
gers so that we may be better prepared to avoid 
them as far as possible, and when they do arise, 
Conservation of life and 
restoration of function under the most favorable con- 


meet them intelligently. 


ditions are the ideals sought, and with a better un- 
derstanding of the pitfalls which are ever present, 
cur mortality rate and incidents of serious compli- 
cations will be gradually lessened. 

It may appear that an apology should be made 
for reporting such a small series of cases with an 
attempt to give a comprehensive evaluation of diffi- 
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culties which may be expected as a natural cou 

of events in this comparatively new field of svy- 

gery. However, I do not mean to convey the idca 

that each small series of cases will present p:- 

cisely the same picture as the one just outline 

as improvements will be made in technique, the o))- 

erator will become more skilful, dangers will 

more generally recognized, and candidates for resev- 
tion will apply for relief in the earlier stages of 
prostatism. 
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THE MANAGEMENT OF UNCONSCIOUS PATIENTS WITH SPECIAL REFER- 
ENCE TO POSTURE IN THE TREATMENT.* 


C. C. CoLtEmMAN, M. D., 
Richmond, Va. 
Department Neurological Surgery, Medical College of Virginia. 


The loss of consciousness is a common effect of 
injury or disease of the brain, and, when more than 
momentary, is always a reliable indication of serious 
danger to the patient. It is of urgent importance to 
determine as promptly as possible the cause of the 
patient’s unconsciousness, by no means a simple mat- 
ter in all cases. Injury and alcohclic intoxication 
are often interwoven as factors in the same patient, 
the apoplectic may show a severe head injury, or the 
epileptic fit may be responsible for an intracranial 
hemorrhage. One must frequently rely solely upon 
the clinical examination of the patient in attempt- 
ing to find the cause of his unconsciousness, and the 





*Read at the sixty-fourth annual session of the Medi- 
cal Scciety of Virginia, in Lynchburg, October 24-26, 
1933. 


lack of history in such a case renders the diagnosis 
more difficult. Every effort should be made to ob- 
tain from the relatives or those who accompany the 
Facts 
considered by the relatives as of trivial significance, 


patient, as careful a history as is possible. 


when properly considered, may be sufficient to ex- 
plain the unconscious state. 

Head injuries are the most frequent cause of loss 
of consciousness, and every unconscious patient with- 
out adequate explanation of his condition, who shows 
even a mild contusion of the scalp, should have a 
prompt X-ray examination of his skull as part of 
the study. Careful palpation of the scalp for con- 
tusion is obviously of importance. The sudden on- 


set of extended unconsciousness, without the history 
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or evidence of head injury, is usually due to an 
intracranial vascular accident such as apoplexy. It 
that a 
patient with brain tumor, with slight or no history 


should be remembered in this connection 
of previous cerebral impairment, may and frequent- 
ly does suddenly become unconscious from hemor- 
rhage into the tumor, or from a rapid edema of 
the brain—produced by the tumor itself. In young 
people or in those of any age with low blood pres- 
sure, abrupt unconsciousness, when not due to head 
injury, usually means the rupture of a congenital 
intracranial aneurysm or a complication of brain 
tumor. 


Adequate treatment of the unconscious patient re- 
quires prompt diagnosis, prompt removal of the 
cause of the unconsciousness when this is possible, 
and appropriate general measures to prevent or off- 
set complications to which the continued loss of con- 
sciousness predisposes. Disease or injury respon- 
sible for unconsciousness is often self-limited in du- 
ration. This is true of the majority of patients los- 
ing consciousness from a head injury. In such cases 
the unconsciousness lasts a variable time, but never 
deepens after the injury is received unless the lesion 
is a progressive one due to hemorrhage or infection. 
A study of the state of consciousness with a full 
comprehension of the degrees of its impairment, 
ranging as it may from light stupor or restlessness 
to deep coma, is the most important single study that 
can be made of a patient seriously injured about 
the head. To the observations as to the state of 
consciousness must be added a carefdl study of the 
temperature, pulse, respiration, condition of the 
pupils, weakness or paralysis of the extremities and 
often the measurement of the spinal fluid pressure. 
Such a study is a minimum requirement in the cases 
of prolonged unconsciousness, not known to be due 


to a poison or intoxication of some kind. 


The general management of the patient in a long 
stretch of unconsciousness, regardless of the cause 
of the condition, must receive a very special sort o1 
care, and in no way should the old adage, “Let sleep- 
ing dogs lie,” represent the physician’s attitude. 
The position of the unconscious patient should be 
frequently changed. Moving the patient from side 
to side not only tends to prevent hypostasis, but the 
handling causes deéper breathing which promotes a 
better ventilation of the lungs. The daily adminis- 


tration of CO, and oxygen is helpful in preventing 
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serious pulmonary complications, and should be used 
as soon as there are signs indicating approaching 
trouble in the lungs. 

The administration of water and food to the un- 
conscious patient must be systematic and according 
to the body needs. Hot weather and high tempera- 
ture may cause dangerous dehydration unless ample 
fluid is given by vein, subcutaneously, through a 
nasal tube or as proctoclysis. Under no circumstances 
should unconscious patients be. given anything by 
mouth, and, even with returning consciousness, feed- 
ing or fluids by mouth should be most cautiously 
resumed. In a neurosurgical clinic a large percent- 
age of patients are fed through a nasal tube to pre- 
vent aspiration pneumonia or lung abscess. Tube- 
feeding is necessary not only in unconscious patients 
but in all cases where the patient strangles in at- 
tempting to swallow. Paralysis of the muscles of 
deglutition frequently results from tumor of the cere- 
bellum, and about the pons. Feeding by mouth in 
these cases is almost certain to cause pneumonia. 


FEEDING 
{40 calories per hour per sq.-meter body 
Howell's | surface 
Physiology {Resting basal requirement—men 1,600 cal. 
{| women 1,300-1400 cal. 


Calories in Certain Foods 


Whole milk 20 cal. to the ounce 
Orange juice 12 cal. to the ounce 
One egg 80 cal. to the ounce 
Sugar 120 cal. to the ounce 
20% cream 60 cal. to the ounce 
One Feeding 

Milk—15 oz. 300 cal. 
Orange juice—15 oz. 180 cal. 
One egg 80 cal. 
Sugar—1 oz. 120 cal. 

680 cal. per feeding. 


3 feedings—2040 cal. 


Men have a basal food requirement of about 1600 
Women about 1400. We usually 


give to the unconscicus patient through a nasal tube, 


calories per day. 


about 2000 calories in twenty-four hours, divided 
into three feedings eight hours apart. Feeding in 
this way is often less troublesome if the tube is left 
in the stomach and strapped to the patient’s cheek 
with adhesive. In addition to water and food, all 
necessary drugs may be given through the tube, 
either with the feeding or separately. The improve- 
ment following administration of fluid in many un- 
conscious patients, who have been allowed to be- 


come dehydrated, is truly remarkable. The stupor 
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lightens, the temperature falls, pulse rate improves 
and recovery sets in promptly. 

The main purpose of this discussion of the gen- 
eral management of the unconscious patient is to call 
attention to some of the disadvantages of the posture 
ordinarily used and to emphasize the benefits of the 
head-down position of the patient when edema of 
the lungs or other pulmonary complications appear 
to be developing. The favored posture of the un- 
conscious patient, particularly after operations upon 
the brain or when unconsciousness is due to head 
injury with or without operation, has been almost 
universally one of elevation of the head and upper 
part of the body of the patient. This position has 
been maintained, except in shock, in almost all cases 
on the theory that the head-elevated position tends 
to prevent pulmonary congestion and edema—always 
We have 


much to learn as to the connection between serious 


a danger in prolonged unconsciousness: 


cerebral impairment, whether due to disease or in- 
jury, and the development of lung complications. 
We are inclined to believe that edema of the lungs 
is often a direct cerebral complication, and, while 
favored by an improper position of the patient, may 
nevertheless develop in spite of any posture that may 
be employed. In the treatment of unconscious pa- 
tients we invariably lower the head in shock, and 
after the period of shock is passed, they are usually 
put in the head-elevated position, provided there are 
Should these 
develop, we have, during the past eighteen months, 
elevated the foot of the bed from five to twenty de- 


no signs of pulmonary complications. 


grees, turning the patient upon his side almost face 
from the 
This reversal of 


downward and removed the secretions 
pharynx by a suction apparatus. 
the orthodox, head-elevated posture in these cases, 
has appeared to bring about results that are very 
remarkable. In favorable cases the temperature 
falls, coma to deep unconsciousness lightens and 
symptoms of lung involvement disappear in a few 
hours, the respiratory rate slows and the whole clin- 
It has 


been a matter of surprise in some of these patients 


ical picture changes rapidly for the better. 


to note the large amount of secretions which may be 
removed from the pharynx after elevation of the 
foot of the bed. The reason for the standard, head- 
elevated position in the treatment of unconscious pa- 
tients, is the tendency of this position to lessen cere- 


bral complications, to diminish intracranial hemor- 
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rhage following operation, or in cases in wh ch 
there has been a spontaneous rupture of a bleod 
vessel. Undoubtedly it is true that these bene its 
of the head-elevated position may be expected as 
long as the patient’s pathology is limited to ihe 
brain. 
complications with obstruction of the tidal air }y 


The development, however, of pulmonary 


S 


accumulated bronchial secretions, more than offs 


the benefits which would otherwise accrue from the 
head-up posture, and favors cyanosis which raises 
intracranial pressure, thus adding to the patient’: 
difficulties. Raising the foot of the 
does to a limited degree impede the 
diaphragm and causes a certain amount of pul- 


patient’s bed 
action of the 
monary congestion. These objections, however, are 
more than compensated for by the drainage from 
the chest which the lowering of the patient’s head 
promotes. An obvious contraindication to a head- 
down position would be cardiac decompensation, 
asthma, and perhaps other conditions in which the 
patient might do better with the head elevated. 

Lowering the head in unconsciousness or coma, 
when there are signs of lung involvement, should 
find a field of usefulness in many medical conditions 
attended by unconsciousness, and we believe in such 
conditions the results will be equally as gratifying as 
they are in the unconsciousness of neurosurgical pa- 
tients. Our attention was first called to the possible 
benefits of the head-down position by Dr. Manfred 
Call, of Richmond, who was associated with us in 
the treatment of a severe head injury. A brief sum- 
mary of the history of this important case may be 
of interest. 

Case 1—C. H. R., age 56, was admitted to the 


Stuart Circle Hospital on the service of Dr. Charles 


R. Robins, on August 21, 1932. 
sustained a severe head injury as the result of a 


The patient had 


On admission 
The 
pulse rate, respiratory rate and blood pressure were 


fall several hours before admission. 
the patient was semi-conscious and restless. 
within normal limits. There was a contusion over 
the left frontal region, ecchymosis about the left eve 
and bleeding from the nose. The neurological ex- 
amination revealed no evidence of paralysis nor any 
impairment of pupillary function. 

The head of the bed was elevated and a watch- 
On the following day there 
On the third 


ful course pursued. 
were signs of returning consciousness. 
day following the injury, spinal puncture revealed 
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lear fluid and a spinal fluid pressure of 180 mm. 
of spinal fluid. Drowsiness persisted, but the pa- 
tient’s general physical condition remained good un- 
til the seventh day, when the temperature rose to 
101 and there developed a productive cough. Dur- 
ing the next eight days, the patient’s condition grew 
Breathing became stertorous 


progressively worse. 


and rapid. The pulse rate ranged around 140-150, 
and the temperature rose to a maximum of 104.8. 
Examination of the chest revealed coarse, moist rales 
throughout both lungs. X-rays of the chest showed 
thickening in each hilus and partial collapse of the 
left lung. During this critical stage, the patient 
could be aroused but it was necessary that he be 
tube-fed. 

On September 4th (fourteen days after the in- 
He 


could not be aroused, respiration became labored 


jury), the patient’s condition seemed hopeless. 


Signs of pulmonary con- 
At the Dr. 
\fanfred Call, the position of the bed was changed. 
The foct of 


inches and the head was further lowered by remoy- 


and cyanosis appeared. 


gestion were evident. suggestion of 


the bed was elevated about eighteen 
ing the pillow. The patient was placed first on one 
side and then on the other. Within a few minutes 
a considerable amount of mucus had collected in the 
naso-pharynx which was removed by means of a 
There was immediate improve- 
The 


position was maintained and on the following morn- 


suction apparatus. 
ment in the patient’s condition. head-down 
ing respiration was less labored and the rate had 
fallen to twenty-eight from thirty-four per minute. 
The pulse rate was 112 as compared to 140 per 
Within two days the 


patient was mentally clear, and the chest was almost 


minute twelve hours before. 


free from rales. The temperature, pulse and respira- 
tory rate gradually fell to within normal limits, and 
the patient was discharged on September 25, 1932, 
in good condition. 

Case 2.—W. B. G., age 65, was admitted to the 
Stuart Circle Hospital on the service of Dr. Man- 
fred Call, on November 7, 1932. The patient was 
stuporous and aphasic. The general physical ex- 
amination was essentially negative. The blood pres- 
sure was 180 systolic and 105 diastolic. Aside from 
stupor and aphasia, there was bilateral choking of 
the discs. Otherwise the neurological examination 
was negative. 


Diagnosis of tumor of the left temporal lobe was 
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made, and on November 9, 1932, a spongioblastoma 
involving the left temporal lobe anteriorly was sub- 
totally extirpated. Morphin and hyoscin were given 
as sedatives, and the operation was performed un- 
der novocain anethesia. The operation was done 
with very little loss of blood and the condition of 
the patient on leaving the operating room was con- 
sidered good. The head of the bed was elevated 
about eighteen inches. Later there was a slight fall 
saline was given 
ble od 


sure rose to normal and the patient could be aroused. 


in blocd pressure and 1500 c.c. 
hypedermically. Following this, the pres- 

Twenty-four hours after the operation the pa- 
tient’s condition was grave. His temperature had 
risen to 104, pulse rate to 100, and the respiratory 
rate to 40. 


throughout both lungs, and the patient was cough- 


There were coarse, moist rales heard 
ing frequently. All fluids by mouth were discon- 
tinued, and instead, glucose intravenously was given. 
The head-up position was maintained. On the fol- 
lowing morning the patient was profoundly uncon- 
scious, temperature 104.2, breathing labored, respira- 
tory rate 46 and pulse rate 130. The patient was 
cyanotic, which was thought to be due to pulmonary 
congestion. The head was lowered and the foot of 
the bed was elevated eighteen inches. The patient 
was placed first on one side and then on the other. 
Fluid drained into the nasopharynx and was re- 
This 


method of treatment was continued, and within six 


moved by means of a suction apparatus. 
hours the temperature had fallen to 102, pulse had 
slowed to 110, and respirations to 36 per minute. 
The patient could be aroused, and his general con- 
dition was much improved. This treatment was still 
maintained and the patient’s condition steadily im- 
proved, so much so that within five days his tem- 
perature was normal, and there was evidence from 
the physical examination of the chest, that the pul- 
monary congestion had cleared up. The convales- 
cence was uneventful, and the patient was discharged 
on November 26, 1932, in good physical condition 
and with very little aphasia as a result of the op- 
erative attack on the left temporal lobe. 

3—R. C,, 29, 
Memorial Hospital on February 25, 1933, within a 


Case was admitted to the 


age 
few minutes after having been shot in the face with 
a shotgun. He was stuporous, but could be aroused. 
Examination revealed multiple perforating wounds 
of the face, eyelids and scalp, through which small 
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shet could be palpated. There was ecchymosis about 
right. 
good. 
The blocd pressure was 110/70, temperature 97.2, 


both eyes and slight exophthalmos on the 
The patient’s general physical condition was 
pulse rate 76, respiratory rate 18. X-ray studies 
revealed no evidence of skull fracture nor the pres- 
ence of metallic fragments within the cranium. The 
wounds were chemically cleansed and 1500 units of 
The head of the bed was 
elevated and a watchful course pursued. 


antitetanic serum given. 


There was a progressive increase in stupor, and 
on the second day a spinal puncture was done which 
showed a grossly bloody fluid and a pressure of 
380 mm. spinal fluid. Three days later the punc- 
ture was repeated and at this time the pressure was 
290 mm. fluid, and the spinal fluid less bloody. 

After the first two days there were definite signs 
of improvement. He became more alert and rational. 
The pulse and respiratory rates were normal, but 
the temperature ranged around 100. On the morn- 
ing of the seventh day there were signs of pulmonary 
congestion. The patient was cyanotic and _pro- 
foundly unconscious, with an accumulation of frothy 
mucus in his mouth. The respiratory rate was 44, 
temperature 104.6, and pulse 120. The blood pres- 
sure was too low to be recorded. Coarse, moist rales 
were heard throughout both lungs. This change in 
the patient’s condition had first manifested itself 
during the night by a steady rise of temperature, 
pulse and respiratory rate. Pulmonary drainage was 
The 


foot of the bed was elevated eighteen inches and 


resorted to at the peak of the critical stage. 
the patient was placed on his left side. There was 
an immediate accumulation of mucus in the naso- 
Within 
a few minutes he was placed on his right side and 


pharynx which was removed by suction. 
more mucus drained out. This method of treat- 
ment was continued, and within an hour the patient 
was responsive and his respiration less labored. 
After six hours his temperature had fallen to 102.2, 
The head- 
down position was maintained, and on the follow- 


pulse to 110 and respiratory rate to 22. 


ing day the patient’s general condition was much 
improved. The chest was clear except for a few 
scattered rales heard throughout both lungs. Con- 
tinued improvement followed, and within six days 
his temperature was normal. 


The patient was discharged from the hospital on 
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March 5, 1933, having fully recovered from | is 
head injury and pulmonary complication. 


SUMMARY 

1. The treatment of the patient unconscic::s 
from any cause, should receive special attention ci- 
rected to nutrition, fluid intake and posture. 

2. The patient’s inability to cooperate should 
offset as far as possible, to his advantage, by a 
more watchful care and keen observaticn on t! 
part of his physician. 

3. In the treatment of patients with cranio- 
cerebral lesions, elevation of the head has generally 
been the accepted posture. Raising the head of the 
patient lowers intracranial pressure and tends to 
In un- 
conscious patients, however, or those with difficulties 


prevent, or minimize intracranial bleeding. 


of deglutition, the head-elevated position may favor 
pulmonary complications. In this type of patient, 
lung infections may often be avoided by sharply 
lowering the head of the patient, keeping the pa- 
tient on his side, and removing bronchial or oral 
secretions by suction. Great improvement in the 
writer’s results in such cases has been brought about 
by change from the head-elevated to the head-lowered 
position in cases following brain tumor operations, 
severe head trauma and apoplexy. In the absence 
of cardiac decompensation, the head-down position 
with the patient on his side may give good results 
in unconsciousness from many causes other than 
those stated above. 
DIscussIoN 
Dr. MANFRED CALL, Richmond: 
will probably make but a transient impression unless 
we can visualize the dramatic incidents at the bedside 
that are responsible for his selection of this particular 


Dr. Coleman’s paper 


topic for discussion. 

The application of the procedure outlined was _ pri- 
marily in neurosurgical operative cases; but a study of 
the results obtained in apparently hopeless cases and a 
consideration of the factors operative in those cases has 
extended the possible range of usefulness to the vast 
army of unconscious patients recruited every day from 
many sources. 

Limiting my remarks to a discussion of the value of 
posture as outlined, it is not to be assumed that posture, 
as defined in the paper, can of itself cure a disease 
process once established. 
that indicated 
have a profound effect in the removal or prevention of 
secondary factors that impose immediate danger to the 
patient; in fact, a hazard to life, at times more urgent 
than the original condition. 


It can, however, be assumed 


its use as in the cases reported does 
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It is more than depressing, it is tragic, to see a 
brain case leave the operating table in good condition 
after a one to four hours’ seance, and after the exhi- 
bition of superior surgical technique .and judgment, only 
to succumb to pulmonary complications after the major 
surgical work has been successfully accomplished; and 
such an unfavorable result was predicted during the 
post-operative course of the foregoing cases. 

The most impressive findings as this post-operative 
condition develops are the extensive pulmonary moisture, 
with or without impaired resonance, varying degrees 


of cyanosis, elevated temperature, accelerated pulse, 
viscid and profuse secretion, without the initial blood 
findings of an acute infection. The resulting narcosis 
is that of slow suffocation, rather than acute asphyxia. 

The mechanism of the pulmonary findings is probably 
of neuro-muscular origin with the consequent aspiration 
or direct drainage of fluids and secretions through the 
glottis to the trachea and bronchial tree. 

This general neuro-muscular abnormality may be due 
to the primary brain lesion, or to a general toxic state 
in medical conditions. Impaired muscular control of the 
glottis is an active factor. 

We know that the glottis is susceptible to marked 
in width; the 


posterior crico-arytenoid, its closure by the lateral crico- 


variations its opening is controlled by 


arytenoid and thyro-arytenoid (vagus). Paralysis of the 
recurrent laryngeal nerve results in a widely gaping 
glottis. 

Liquid food, cerebrospinal fluid in certain traumatic 
cases, oral, nasal and post-nasal secretions, and even 
regurgitation of the esophageal and gastric secretions 
can readily find entrance to the lower respiratory tract 
under favorable conditions. 

The pulmonary circulation amounts to some 1500 c.c. 
of blood, which is under low tension but considerable 
velocity, the latter increased by inspiration and de- 
creased by expiration. 

Tracheal and bronchial occlusion, according to de- 
gree, results in pulmonary blood stasis with marked dila- 
tation of the pulmonary vessels, diminished pulmonary 
Co- 


incident with this failure in function, the excursion of 


ventilation and impaired oxygenation of the blood. 


the diaphragm becomes increasingly limited and is ac- 
companied by stasis in the splanchnic vessels. 

These various factors must have a profound effect on 
the volume of blood returning to the right heart for 
oxygenation. 

Together they establish a vicious circle which tends 
to be self-perpetuating unless one of the links in the 
circle can be broken. 

I believe that the posture advocated by Dr. Coleman 
in this condition by establishing adequate drainage of 
accumulating tracheal and bronchial fluids, thus leading 
to increasingly adequate pulmonary ventilation, breaks 
the main link in the vicious circle, and a prompt dis- 
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appearance of the sequelae contingent on this main link 
follows. 

Dr. E. G. GILL, Roanoke: I think this paper of Dr. 
Coleman’s is a very timely one and one that should be 
I do not think 
any one should be given general anesthesia unless the 


brought before a body of general men. 


anesthetist or assistant has a suction machine and the 
secreticns are being constantly aspirated from the naso- 
pharynx. It has been our practice for years to have 
the nurse use a suction machine to aspirate the secre- 
tions while the patient 
This 
surgery as 
back to the 
aspirating secretions. 


is reacting from the anesthetic. 


not only to otolaryngology but general 
It is 


room and 


applies 
well. bad practice to send a patient 


not have suction machine for 
Many of the cases reported as 
abscess or collapse of the lung are due to these secre- 
tions blocking the bronchi. Once in a while an ear, 
nose and throat man speaks of a case which died sud- 
denly on the table or died just after being taken from 
the operating Had the 
doubtless a large amount of secretion would have been 
found, or a blood-clot in the larynx. We always have 
the 


aspirating the secretion constantly, we frequently find a 


room. larynx been exposed, 


laryngoscope ready, and, even with an assistant 


large clot in the larynx when we lift up the epiglottis. 
It is very important that these secretions be removed. 
much indebted to Dr. Coleman for 


I personally feel 


bringing this paper before us. 


Dr. CoLEMAN, closing the discussion: The question 
has been asked as to the length of time this position 
should be maintained for the purpose of keeping the 
lungs free from accumulated secretions. We have main- 
tained it for many days in some cases. One patient 
with apoplexy, after doing very well for a few days, 
later developed symptoms of pulmonary edema. In this 
case we kept the foot of the bed elevated most of the 
time for two weeks. Because of edema of the face and 
scalp resulting from the continued head-down position 
in this case, we occasionally lowered the foot of the 
with the head. A 


mucus in the bronchi would occur in a short time, and 


bed to a level reaccumulation of 


necessitate a return to the head-down position. In an- 
other case following the removal of an angle tumor, 
severe deglutition difficulties resulted. This patient was 
kept in the head-down position for about four weeks— 
almost to the time of discharge from the hospital. 

I should like to emphasize a statement made in the 
paper, that the /ead-elevated position is the one of 
choice in the treatment of patients with intracranial 
lesions of any kind, unless there is severe shock, or pul- 
with obstruction to respiration 


monary complications 


from accumulated secretions. As soon as the patient 
shows signs of pulmonary edema, or when he is un- 
able to rid himself of the mucus in the pharynx or 
believe that the head should 


lowered, and the patient turned to a lateral prone posi- 


bronchi, we be sharply 
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tion. With such a complication, there seems to be no 
position worse for an unconscious patient, than the supine 
position with the head elevated or on a level with the 
body. I should like to repeat, the head-down position 


[ Augus 


in the treatment of intracranial lesions is advocated 
this paper, to prevent or relieve a pulmonary complic 
tion, which is frequently the cause of a fatality in the 
cases. 
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This paper is presented with two objects in view: 
First, to show a method for examination of men in 
the prostatic age with a minimum of pain and cost, 
and at the same time one that is sufficiently graphic 
to secure the patient’s cooperation and sufficiently 
accurate for the attending physician to form a re- 
liable opinion. Second, to show the pre- and post- 
operative condition of the prostatic urethra for cor- 
relation with the clinical results, and thus furnish 
a basis for study of this work. The former, usually 
only an air cystogram, is of primary importance to 
the general practitioner to whom these men first 
come for relief; on the other hand, a study of the 
prostatic urethra before and after resection inter- 
ests mainly the man who is actually doing the work, 
and will be treated only in a general way at this 
time. 

By postponing the cystoscopy to the time of anes- 
thesia immediately preceding operaticn, we spare 
these men no little discomfort and some risk. It 
is my plan, after taking the history and a general 
physical examination, to make a rectal examination, 
and then to introduce a catheter which determines 
the residual and at the same time allows us to get 
an air cystogram before the catheter is withdrawn. 
This usually furnishes sufficient preliminary infor- 
mation to advise your patient what he has to ex- 
pect. 

In this group of air cystograms, the usual condi- 
tions are shown. In the normal, we have a straight, 
vertical catheter with concave bladder base cominz 
barely above the symphysis. In the benign hyper- 
trophies, the convex bladder base is seen usually 
above the symphysis with the catheter tilted for- 
ward; the outline of the gland is seen forcing itself 





*Read at the sixty-fourth annual session of the Medical 
Society of Virginia in Lynchburg, October 24-26, 1933. 


through the internal sphincter or pushing the muscl 
ahead of it. In the small fibrous prostate, th: 
catheter may or may not be tilted forward, and con 
tour of bladder may not differ from the normal 
A sodium iodide cystogram would show trabecula 
tion or diverticula. The above observations are cor 
related with rectal examination and the character 
of the urine as well as the amount of residual 
Stones are well shown by this method. Five of this 
series of thirty were malignant and the condition 
was recognized on rectal examination. In_ thes 
five, there was a more irregular contour of the gland 
with the catheter going straight. 

The technique of taking these pictures is to havé 
the patient at an angle of thirty degrees with the 
table, and the lower knee and thigh flexed. It is 
important that only a small amount of air be in- 
troduced—with barely enough pressure for the pa- 
tient to feel it. 
ter is released, which is immediately after taking 


The air comes out when the cathe- 
the picture. This should not be compared to the 
tense air-filled bladder sometimes used in doing 
a cystotomy. 
Kelly cystoscopy shows that the bladder is left full 
of air after the instrument is withdrawn, and yet 
no fatality has been reported among the thousands 
of these cases. My impression is that the element 
of risk need not be considered. 

The Roentgen ray is suggested only as an aid 
to the usual measures. The pre-operative urethro- 
gram and sodium iodide cystogram are a supple- 
ment to the information given by the air cystogram, 
but add an unnecessary amcunt of manipulation and 
cost except in special instances. Crabtree and 
Brodney, of Boston, review this subject in detail 
and present a most instructive group of urethrograms 
and cystograms taken from cases done by enucle:- 


A film shown of a patient after a, 
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m. Their studies are based on antero-posterior, 
teral and oblique views, including some with a 
ilb in the rectum. No air cystograms are taken, 
ind the contour of the prostate is shown only by a 
filling defect and by the position of the bladder 
bove the symphysis. In the post-operatives, the deep 
prostatic fossa is shown with a relatively small in- 
ternal meatus which contrasts with our resection 
post-operatives, showing a wide internal meatus with 
a deep funnel. These are presented by him in some 


of the complications following enucleation. 





Fig. 1.—Air cystograms. No. 1. Normal. Nos. 2 to 7. 
No. 5. Associated with stones, 100 c.c. residual, 
by sodium iodide cystogram, 23 gms. removed. No. 7. 
Nos. 9 and 10. Malignant hypertrophies. 


The urethrogram deals with the actual technique 
It is taken 
with the patient in the oblique position supported 


of the resection and its complications. 


by a sandbag as for an air cystogram, using a 15 
per cent sodium iodide dissolved in a mixture of 
equal parts of KY jelly and water. 
tive urethrogram, as stated before, supplements the 
It should be 
taken just as the solution enters the bladder. The 
urethra is filled until a little of the solution is felt 
to go past the muscle; then the picture is taken 


The pre-opera- 


air cystogram but is not essential. 
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Benign hypertrophies. 
10 gms, tissue removed. 
200 ¢e.c. residual, 24 gms. removed. 


This takes fifteen 
The normal urethra is straight 


while the injection is continued. 
to thirty c.c. of fluid. 
in the prostatic portion, with about an inch and 
a half between the muscles, and outlines the veru. 
In benign 


The level bladder base is also 


hypertrophies, the urethra may show that it is flat- 


seen. 


tened, is elongated and tilted forward at the inter- 
In 
the malignant hypertrophy, it is not so likely to be 


nal meatus, and often shows the filling defect. 


tilted forward and not so elongated. Cord lesions 


and films taken under spinal anesthesia show a di- 
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No. 4. 
No. 6. 


Residual 180 ¢.c. with 33 gms. removed. 
Contracted irritable bladder shown best 
No. 5. Same after resection. 


lated internal sphincter. This appearance can easily 
mislead the cystoscopist who would assume that he 
has removed sufficient tissue. 

It is in correlating our results with the clinical 
That 
the patient can empty his bladder is not enough; 


result that the urethrogram is of most value. 


there is danger of pyelonephritis as long as the urine 
is cloudy. The practical application of this method 
to resections was first called to my attention by Drs. 
Alcock and Flocks of the University of Iowa about 


four months ago. Its use has been a real help to 
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me, permitting a study of the condition of the ure- 
thra after resection without discomfort to the pa- 
tient. Prior to this time, there had been three deaths 
in thirty-three cases, while in about the same num- 
ber since, using the films, there were twenty-seven 
without a death, and then one not due to resection 
since no tissue was removed. Three of this num- 
ber were considered inoperable elsewhere and have 
done well. If we are to accept practically all cases, 
the mortality will necessarily be high. These cases 
must be studied over a long period and not con- 
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tissue as discussed by Caulk who advocates cutti 
Sufficient time 
elapsed to show the effect of scar tissue, thou: 


by actual cautery. has not 


clinical reports have not indicated trouble fr 
Temporary leakage. Each of the 
shows that the resection has gone too far forwai 
4. Unable to void after operation. 


this source. 3. 


The mechanic 
reason can be seen in several in whem 


a second 
resection produced a good result. Two with a) 
parently free opening are unable to void. One was 
ninety-one vears old, and I hear has since recovere:| 





No. 2. No. 3. Elongated with filling 


Flattered urcthra from lateral lobe pressure. 
instead of during injection, showing the normal contracted condition of the prostatic 


Fig. 2.—Urethrograms. No. 1. Normal. 
defect. No. 4. Picture taken after, 
urethra, present in all hypertrophies. No. 5. 
occurs also under spinal anesthesia. No. 7. 


Malignant. 





and 9. Temporary dribbling due to cutting too far forward. 


sidered cured just because they can void. As long 
as there is infection in the urine, there is a risk 
not only of epididymitis but of sepsis. It is to in- 
terpret this post-operative condition that this study 
is undertaken. 
follows: 1. 


with little or no residual. 


The illustrations show groups as 
Those voiding in comfort within a week 


These show a funnel- 


shaped posterior urethra with the internal sphincter 


obliterated. 2. Several months later. These show 


a similar condition but much smoother surface. 


There is no indication of destruction of underlying 


No. 6. Cord lesion. Note relaxation of internal sphincter as 
Funnel-shaped urethra occurring after resection, giving good result. Nos. 8 
No. 10. Unable to void. 


his power to void after wearing catheter for a time; 
the other had carried a very large residual over a 
long period and bladder muscle will probably re- 
gain its tone. 5. In the malignant cases, my im 
pression is that relatively less tissue need be re- 
The funnel 
the 


moved since the tissues are less elastic. 
“seen under the anesthesia remains, while, in 
benign cases, the relaxation tends mere to give a 
false impression of the result. 

The following group of six cases are cited as in- 


stances of how these men may be studied in retro- 
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spect not only for their subsequent treatment but for 
In the first, Fig. 


a complete retention occurred with at- 


guide in others of similar type. 
No. 1, 
icks of frequency for three years. 


The air cysto- 


— 


gram shows a lobulated portion of the gland pro- 
cting posteriorly; this was also seen on cystoscopic 


amination at the time of resection. Ten grams 


o 


= 


vas removed, allowing voiding without difficulty, but 
more tissue should have been removed, as shown 
by urethrograms before and after resection. Com- 


pare with the following three urethrograms of cases 


Fig. 3.—No. 1. 
moved. No. 2. Before and after resection, 
gram after resection, 33 grams removed. No. 4. 


10 grams 


healing promptly. While this patient is apparently 
well and satisfied and can empty his bladder, there 
was a delay in clearing of the urine and consequent 
This man also developed a 
to 


risk of pyelonephritis. 
the 
soluble tragacanth lubricant instead of oil for the 


stricture in anterior urethra due using a 
The oil being insoluble remains and 
Nos, 2. 3: 
and 4 gave good results, 10, 33 and 15 grams hav- 
In No. 3, 


operative hemorrhage on the fifteenth day. 


electrotome. 
prevents friction from a tight urethra. 
ing been removed. there was a_post- 
This 
cleared by catheter drainage, and was the only one 
of consequence in sixty-four resections. 
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Air cystogram showing median lobe hypertrophy. 
removed. 
Air cystograms before and after resection of 15 grams. 
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In the following two instances, Fig. +, there was 
In the first, 
with 600 c.c. residual and symptoms lasting ten 


a failure to void following resection. 


years, the air cystogram shows a lobe projecting pos- 
teriorly. This is seen as a filling defect in the 
sodium iodide cystogram. The second urethrogram, 
taken after the removal of fifteen grams, shows that 
Cysto- 


scopy showed also how removal of lower portion of 


tissue was not removed far enough forward. 


lateral lobes allows them to close in, making a more 


complete obstruction. The next urethrogram, taken 


, 


Urethrograms before and after resection. Ten grams re- 
No. 3. Air ecystogram before and scdium iodide cysto- 
after the second resection of ten grams further for- 
ward, allowed complete emptying of the bladder. 
There was some dribbling on exercise, which stopped 
entirely after six weeks. In the second case, the 
urethrograms show the condition before and after 
each resection. There was a complete retention, 
relieved partially by the removal of twelve grams, 
and entirely by removal of sixteen additional grams 
one week later. This was a very poor surgical risk 
and may not have tolerated removal of the twenty- 
eight grams at one time. 

It is the author’s impression that a continued use 


of this method is necessary to secure satisfactory re- 
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sults not only in taking the pictures but in interpret- 
ing them. A much larger number are presented in 
the exhibit with a brief history attached to each. 
In no sense is this intended to replace cystoscopy. 
In fact, at the time of resection, it is my custom to 
view the area with a lateral and retrograde telescope 
before and at several times during the resection. 
The retrograde telescope not only shows the tumor 
from within the bladder but shows its shadow against 
the bladder wall. 
looks ahead and partially to the side, is, of course, 


The fore-oblique telescope, which 


Fig. 4. 


the essential telescope of the instrument. An extra 
telescope of this type is at hand as a protection due 
the patient, and is useful also with a forceps attach- 
ment to pick up quickly fragments in the bladder. 

In this brief experience, using the Roentgen ray 
routinely for only four months, observations are 
I feel I 


can state positively that any man studying his cases 


made but conclusions are only tentative. 


post-operatively by this method will do better work 
and, if air cystograms are taken on all men past 
fifty with symptoms of renal toxemia or bladder 
symptoms, they will find many obstructions which 
can be removed before permanent damage is done. 
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a ‘ew years ago, was considered an experiment. Today, 


with the recent developments in technique, we believe 
that it has become the best method of handling more 
than ninety per cent of our prostatic enlargements. 

[he paper of Drs. Butler and Peterson presents a 
diagnostic method which seems to eliminate several of 
the things that we have been trying in the diagnosing 
Most of the that 


come to us have been suffering with prostatic trouble 


of these early prostatic cases. cases 


They have low kidney function, 
the 


for a number of years 


have an increase in nitrogen waste products in 


blood, and they are usually sick people. The improve- 
ments in technique have been to eliminate many of the 
things that cause shock and cause sepsis to these people 
who have reached the prostatic age. These complica- 
tions have contributed to the high mortality found in 
With the 
use of the resectoscope, the mortality of any one man’s 
has the present compared favorably to 
the mortality of the suprapubic method. We feel this is 
due to the fact that our technique has not become stand- 


the old methods of handling prostatic trouble. 


series not to 


ardized. 

Drs. Butler and Peterson have brought out one im- 
portant thing; that is, what does the prostate look like 
the 
produces right much shock. 


from inside of the bladder? Cystoscopy often 
We have seen chills, fever 
sometimes, sepsis and even death at times following in- 
strumentation. When a patient comes to you, one can 
at the 


cystogram and form a definite idea what the prostate 


check the residual and same time make the air 
looks like from the inside of the bladder, as though you 
The advantage of 
that 
judge what the prostate looks like better than with a 
With this what the 
projecting into the look like. 


You also get a fairly good estimate of the size of the 


were looking in with the cystoscope. 


this, to me, over the iodide solution is you can 


filling defect. you get actually 


prostatic lobes bladder 
prostate and of the prostatic urethra by the tilt of the 
catheter and how far the catheter goes before you reach 
the internal surface of the enlarged lobe. Of course, 
as Dr. Butler brought out, this is just one of the many 
things that must be judged and correlated with the clin- 
ical findings, the blood picture, the urinalysis, the history, 
and the patient’s general condition. 


Dr. Crabtree and Dr. Alcock have supplemented an 
additional examination which helps us to determine what 
Why that case does not 
empty his bladder or why he does not void satisfac- 


has gone wrong in a given case. 


torily after we feel that the prostate has been sufficiently 
resected. The urethrogram can be supplemented to the 
air cystogram, but it still would not give you the same 
view of the internal appearance of the prostate as the 
air cystogram that Dr. Butler and Dr. Peterson speak 
of. The urethrogram, as it has been developed, can give 
us a fairly accurate knowledge of the amount of fun- 
neling that we have gotten at the time of the resection, 
and from that we can judge fairly well whether the 
whether it has not 


resection has extended too far or 
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extended far enough. I believe Dr. Butler's and Dr. 
Peterson’s work in this air cystogram has added more 
interest to a technique that probably will fit into a 
standard technique for the resection of the prostate. 
Dr. Linwoop D. Keyser, Roanoke: I 
from mentioning just a few things in emphasis of what 
Caulk 1920 a 


campaign for the transurethral removal of prostatic tis- 


cannot refrain 


Dr. Butler has brought out. started in 
sue and was resisted until about 1930, when Davis sim- 
plified the technique so as to make it applicable by the 
general urological profession. Many advances have been 
brought out in the last few years in using this method. 
I think this :paper has brought out several of these ad- 
vances, particularly from the roentgenological side. In 
the air cystogram, the danger of air embolism must be 
a minimal danger. The introduction of air under pres- 
sure, of course is to be avoided. 

Urethrography is a method that might be practiced 
more frequently, although its routine use has not seemed 
to me as necessary. 

The 


iodide 


sodium 


of the 


sometimes 


omission, of course, use of the 


cystogram might cause us to miss 


carcinoma or a diverticulum. 

The urethra, as we know, is probably, after the in- 
testinal tract, the most highly absorptive area in the 
body, and there is a hypothetical probability, at least, 
of the development of epididymitis following the pro- 
cedure of urethrography. The practical point is that our 
chief objective is not to demonstrate the type of lesion 


graphically but to determine whether or not there is ob- 


structive tissue remaining. ‘The maintenance of infec- 
tion in the urinary tract is the point that we must 
handle. We readily acknowledge that the introduction 


of the catheter will overcome obstruction at least, and 
the patient must then be gotten in shape for a second 
resection. The necessity for this occurs in about ten 
per cent of the cases in the hands of the better men. I 
can not quite see why another cystoscopy independent 
of that preliminary to resection would be necessary, or 
a urethrogram. At the same time, urethrography does 
bring out beautifully the portions of the prostatic gland 
which are offending. And from this point of view Dr. 
Butler's excellent work is to be commended. 

Dr. CLaupE Moore, Washington, D. C.: As a radi- 
ologist I want to congratulate Dr. Butler and Dr. Peter- 
son upon their work. They are really examining their 
patients in a really worth while way, and not imagining 
what pathology is really present. 


has 
injections into the bladder. 


Some criticism been directed because of the air 
the 
Oc- 


casionally we inject air into ureters and pelves of the 


Personally I have not 
slightest hesitancy in putting air into the bladder. 


kidneys to make pyelograms. Large amounts of air are 


being injected into the cerebrospinal space after the re- 
moval of spinal fluid followed by encephalograms and 
ventriculograms. This diagnostic method is now uni- 
versally used in a large number of the diagnostic cen- 


ters. In a personal communication, Dr. Fay, of Temple 
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University, said that they had had only two fatalities 
in nearly a thousand cases, and one of the deaths oc- 
curred in a patient with a large brain tumor. 

Intravenous urography is now so universally used that 
much urinary pathology is discovered before the patient 
consults a urologist. However, in many cases retro- 
grade pyelography is equally valuable with and without 
the intravenous method. 

An oral method has been developed for giving the 
drug which should be on the market in a short time. 
This is comparable to the oral method of cholecysto- 
graphy, and the cost of the drug will be markedly re- 
duced. 


Dr. But er, closing the discussion: I neglected to say 
that Dr. Peterson intended to be here but was held up 
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by being called as a witness in a court case and on that 
account is not present. 

I certainly thank Dr. Koontz and Dr. Keyser ard 
Dr. Moore for their discussion. 

As regards epididymitis following these cases, I co 
not think a preliminary urethrogram is indicated. I d 
But, after the resection, the flu 


it in a few cases. 
usually goes in without much pressure, so that the risk 
of epididymitis is not great. 
pressure in these cases. 


I would not advocate muc! 


As to Dr. Moore’s discussion of air in the bladder, 
I am glad to hear he feels that 
We know time and agai: 


was much interested. 
there is practically no danger. 
a bubble of air goes into the bladder when introducing 


novocain. 





THE IMPORTANCE OF BODY BUILD IN DETERMINING IDEAL WEIGHT.* 


W. Amprose McGEkr, M. D., 
Richmond, Va. 


The attempt to estimate the state of nutrition 
mathematically by height-age standards has fre- 
quently given rise to much dissatisfaction among 
both physicians and parents. Realizing some sort 
of weight table was necessary, we have continued 
using height-age charts in classifying nutrition. It 
is apparent to all that body build plus height and 
age should be taken in consideration when using 
weight charts. 

Until recently there have been no simple and 
practical tables dealing with width measurements 
when attempting to place a child in its relative body 
build class. Lucas and Pryor! have given us very 
practical tables dealing with body build as judged 


by width measurements at the iliac crests. Un- 
AVERAGE WIDTH AT ILIAC CRESTS 
Age No. Cases Boys No. Cases Girls 
1 month 11 9.50 cm. 15 9.15 cm. 
2 months 18 10.23 cm. 15 9.90 cm. 
3 months 15 10.83 cm. 13 10.28 cm. 
+ months 14 11.14cm. 12 10.97 cm. 
5 months 17 11.39 cm. 13 11.19 cm. 
6 months 33 11.88 cm. 15 11.68 cm. 
9 months 40 12.40 cm. 31 12.14 cm. 
1 year 27 12.79 cm. 30 12.31 cm. 
1% years 12 13.70 cm. 12 13.16 cm. 
2 vears 10 14.32 cm. 10 13.95 cm. 
242 years 3 14.66 cm. 3 14.33 cm. 





*Read at the sixty-fourth annual meeting of the 
Medical Society of Virginia, in Lynchburg, October 
24-26, 1933. 


fortunately, in order to use the data published, quite 
a few mathematical maneuvers are required, thereby 
vitiating the great value of the Lucas-Pryor tables. 

In order to take advantage of the width measure- 
ments, which require no great amount of figuring, 
for the past two years I have been taking bi-iliac 
measurements and have found the average width 
figures for different ages up to two and one-half 
years. While it is realized average figures are not 
so accurate as individual ones, such a table shows 
at a glance whether or not the child in question is 
above or below the average width. 

The ordinary Baldwin-Wood height-age tables 
are first used to determine whether or not the child 
in question comes up to the so-called “standard.” 
Then, by use of ordinary obstetrical calipers, the 
bi-iliac width is gotten to determine how much the 
child is above or below the average width. If the 
height-age tables show the child to be below “nor- 
mal” and the width measurement also show the same, 
then the percentage below average width can be 
deducted from the “normal” weight and the ideal 
weight can be found. 
will show children to be “normal” when previously 
we had considered them below. 

Just what additional heip may be derived from 
such tables? Parents wil! worry less, physicians 
will not feel their efforts have been in vain, and 
infants and children will not be stuffed in order to 


Frequently this combination 
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olishly try to make St. Bernards out of Grey- 


hounds. Children who have linear body builds 
have been found to tolerate fats poorly, so, by not 
aitempting to over-feed them, their digestive tract is 
less apt to be upset and they are not so prone to 


be disgusted with foods. 

The use of bi-iliac measurements gives a good in- 
dex to one’s body build, for that measurement is 
not greatly influenced by respiration or muscular 
movements, and that portion of our body should 
represent most accurately the body build. 

By combining 
height-age tables a more accurate idea is obtained 


width-age measurements with 


of the state of nutrition of the individual. Inas- 
much as most width tables require much mathe- 
matics, the average width-age tables are here pre- 
sented in the hope they will help make physicians 
more body build minded and simplify their tasks. 


REFERENCE 
1. Lucas, W. P., Pryor, Helen B., and others: Growth 
Problems and Their Relation to Zones of Normal 
Physiologic Reactions. J. of Pediatrics, 1, Novem- 
ber, 1932, p. 572. 
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DIscCUSSION 


One of the great prob- 
ctate 


Dr. L. T. Royster, University: 
lems that the physician deals with is of nutvi- 
tion. The has ordi- 
nary, daily expression in American language; and noth- 


the 
“malnourished child” become an 
ing disconcerts a mother so much as to have a school 
nurse or physician tell her that her child is malnour- 
ished. ‘ 

We must distinguish very sharply between the, terms 
“malnutrition” and “under-weight”; that is, under-weight 
for height. 
rion, and therefore numbers of tables were drawn up, 
notably the Baldwin-Wood table, and some doctors, and 
notably some pediatricians, perhaps, complicated matters 
a little bit further by emphasizing this state of so- 
called malnutrition. 
can not be measured by the same yardstick. 


For many years we had no definite crite- 


We must realize that all children 
We are 
living in an age when yardsticks of one kind or an- 
other for human conduct are quite popular. But human 
beings just do not behave in any way according to rules. 
still further 
for those not mathematically minded, such as myself, 
The weight 
table is a useful guide, but we cannot judge of children 


So if we complicate matters by tables 


we have great difficulty in mastering this. 
of the same height by the same weight average. You 
cannot judge children of stocky build by the tall, slen- 


Then there is an adult body build with the 
childish posture. 


der type. 
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Now, all I want to say is this,—that some criterion 
must be used in order to determine whether the child 
is well and healthy. After all, keeping a record of the 
child’s general increase in weight by use of the scales, 
if we want one single criterion by which to judge the 
child’s health, the But must not 
complicate the matter. The other thing is that we can- 
not judge by weight for type alone, even by body type. 
One has to depend upon one’s own judgment. The 
subcutaneous turgor, the firmness of the muscles, etc., 


remains best. we 


are just as important. 


Dr. J. B. Stone, Richmond: It is a very interesting 
subject that Dr. McGee has brought up, and his work 
is most commendable. I wish to add just a word to 
what Dr. Royster has said in regard to the necessity 
of making a complete physical examination instead of 
trying to size up the child simply by weight and height 
tables. Of course, in school examinations it is necessary 
to have some sort of standard to which the individual 
child can be compared. However, it often happens in 
my observation that the child who has beeen taken to 
the doctor because he is not well nourished, has been 
examined by the physician without being completely un- 
Under such conditions, a complete and thor- 
I want to emphasize 


dressed. 
ough examination is impossible. 
the importance of having the child stripped and going 
over him thoroughly before trying to size up his phys- 
ical condition. In making this examination of the un- 
dressed child, defective conditions are often found which 
would have been over-looked if a complete examination 
had not been made, and if too much dependence had 
been placed on weight and height as the measure of 
health. 


Dr. J. S. WEITZEL, Richmond: I enjoyed Dr. McGee’s 
He spoke on a subject I have been 
greatly interested in. I feel that the average physician 
has been dissatisfied with the old method of judging 
children from their height alone, although the value of 
our height tables is unquestioned. They have been very 


paper very much. 


valuable, but I feel that they have become what I 
might call antiquated and that the child’s structural 
build should be taken into consideration. It has in- 


terested me greatly on account of stigmatizing normal 
children by calling them under-weight, and, consequently, 
lowering their morale. They feel that they are called 
upon to make a grade that they are not able to make, 
and, consequently, throwing an over-load on their diges- 
In Richmond we have been conduct- 
find that 
who have 


tive apparatus. 


from ten to twenty 


investigations and 
per of children 
weight or malnourished are normal 


Consequently, that cuts down 


ing 


cent been called under- 


when their struc- 
tural build is considered. 
the average of malnutrition very materially. It relieves 
the parents of their fears which result when the child 
I feel this has 
not received the attention which it deserves, and I trust 


the doctors will take great interest in this matter and 


is said to be in a state of malnutrition. 


give it their support. 
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Dr. McGee, closing the discussion: I agree with Dr. 
Royster that you cannot use any one yardstick for deter- 
mining the state of nutrition, but in school clinics, etc., 
we have to have some criterion to go by. We have, 
of course, the Baldwin-Wood tables, and we also have 
the Lucas-Pryor tables. I think you should consider the 
factor of the muscles, etc., as Dr. Stone mentioned. I 
have recently been doing some school work in con- 
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junction with Drs. Outland and Weitzel, and we fo: id 
that a large percentage of so-called under-weight ci,‘|- 
dren are not under-weight when you consider the with 
measurements. The children are much happier, beca. se 
they are no longer considered to be under a handicip 
and are allowed to take exercise which they were ‘ot 
previously permitted to take. The parents and child: +n 
are satisfied, and the school nurse is pleased. 





URETERO-SIGMOID ANASTOMOSIS.* 


R. P. Hawkrns, Jr., M. D., 
Clifton Forge, Va. 


To transplant a duct intended to deliver the 
glandular output of an organ in which the pressure 
is low and regular, into a muscular reservoir in 
which the pressure is high and variable, has been 
one of the surgical enigmas. It is the construction 
of a valve in the muscular organ that makes this 
change possible and successful. We are all abun- 
dantly aware of the difficulties and failures in our 
attempts to mix anatomy, and supply physiology of 
a lost organ by transferring its function to another 
organ. Uretero-sigmoidal transplants have been re- 
ported in medical literature at prior times, but in 
1910, Dr. Robert C. Coffey, of Portland, Oregon, 
first published his works on the submucous trans- 
plantations. This is a monumental contribution to 
reconstructive surgery. 

In his experimental and clinical studies Dr. 
Coffey has developed three separate and distinct 
All 


three methods are practical clinically, and each ap- 


techniques for uretero-sigmoidal transplants. 


plication is determined by the peculiarities of the 
individual pathology. 

In the first method of transplantation the ureter 
is drawn into an incision through the serous and 
muscular coats of the colon, and its open end is 
dragged through a small opening in the mucosa at 
the caudal end of this incision and then anchored 
there, thus bringing the open ureter into the in- 
testinal lumen at the time of the original operation. 

In the second method, a catheter or tube is fas- 
tened within the open end of the ureter by circum- 
ferential silk ligatures which beth seal the ureter 





*Upon author’s request because of lateness of the 
nour, read by title at the sixty-fourth annual meeting 
of the Medical Society of Virginia, in Lynchburg, Octo- 
ber 24-26, 1933. 


against intestinal infection and pressure, and anchor 
it to the catheter. After this, the catheter and ureter 
are passed into the intestinal lumen as in the first 
method. Urine is then transmitted from the upper 
ureter through the catheter into a receptacle outside 
the body. The anastomosis is completed, and the 
open ureter is exposed to intra-intestinal infection 
and pressure after the intra-intestinal end of the 
ureter has sloughed and the catheter is expelled 
This occurs in about eight days. 

In the third and last method Dr. Coffey has de- 
veloped, the ureter is anchored in the caudal end 
of the incomplete intestinal incision, and a suture 
is passed around the end of the ureter and the un- 
derlying mucosa. This suture sloughs the ureter 
and the muccsa simultaneously and the anastomosis 
is completed automatically in two to four days after 
operation. The production of the permanent valve 
is the vital factor in each of these three methods of 
submucous transplants. 

Our experience at the Chesapeake and Ohio Hos- 
pital, in uretero-sigmoid anastomosis, has been con- 
fined clinically to the catheter method, because we 
have felt that it was the practical and applicable 
A few details of this 
operation, as outlined by Dr. Coffey, will be em- 


method in each of our cases. 


phasized. 

Catheters are prepared by securing rubber cuffs 
with silk ligatures about twenty centimeters from 
the tips. The sigmoid is delivered and clamped 
above the point of anastomosis. A sigmoidoscope 
is passed by an asistant and the sigmoid and rectum 
are thoroughly cleansed with a weak mercurochrome 
solution. A strip of sterile gauze is then packed 
into the sigmoid up to the site of the transplantation 
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| the scope is withdrawn. The ureters are then 


divided under the bladder and the catheters are in- 
scrted and anchored by the silk ligatures. One liga- 


e is placed around the ureter just proximal to the 


— 


Oblique incisions are made in the mesenteric 
This 
through the serosa and muscularis, exposing the 


cuff. 


borders of the sigmoid. incision is made 


mucosa. A puncture is made in the mucosa at the 
lower end of this incision and the gauze is brought 
into the opening by a small bite, and to this the 
distal of the After 


catheter has been so prepared, the gauze is care- 


end catheter is fixed. each 
fully withdrawn from the rectum and the distal ends 
of the catheters are thereby brought to the exterior 
the 


dividual catheters until the ureters and cuffed ends 


below. Traction is further continued on in- 


are drawn into the intestinal lumen. The wounds 
are closed. The right ureter is more conveniently 
anastomosed at a higher point on the sigmoid than 
is the left one. The operative field is peritonealized, 
a drain is placed in the pelvic cavity, and the ab- 
dominal wound is closed. 

Each of the three methods of transplantation has 
its peculiar advantages, as well as its disadvantages. 
Dr. Coffey feels that the catheter method is the 
one of choice. In a large series of cases at the 
Mayo Clinic the technique of method one, in two 
stages, has been employed with striking results. Dr. 
Hugh Cabot reports a series of fourteen by this 
method without a fatality. The direct implantation 
is often necessary in children when the ureters are 
The out- 


standing objection to this procedure is that the pa- 


two small to admit suitable size catheters. 
tient is subjected to two major operations. ‘This is 
often very difficult because of the adhesions, brawni- 
ness, infection, and immobility that have necessarily 
With an 


open ureter exposed to the intra-intestinal infection 


arisen as a result of the first operation. 


and back pressure encountered in its new environ- 
ment, the respective kidney may become blocked 
temporarily, and impaired in its function. For this 
reason a simultaneous bilateral open transplant is 
hazardous. Time must elapse to allow the involved 
kidney and ureter to adjust themselves to the new 
impositions. 

The 


ureters simultaneously. 


both 


This operation is especially 


catheter method enables us to reset 
applicable in patients with malignancies, tubercu- 


losis, or intractable infections of the bladder, or in 
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those with dilated ureters, and in those with uni- 
lateral kidneys. Both ureters are kept open and 


the kidneys drain continuously while the ureters 
and sigmoid are sealing themselves in a permanent 
union. Back pressure and infection from the bowel 
are prevented. Complications with this method are 
The blocked by 


precipitation, especially with an alkaline urine. 


reported. catheters may become 
Keeping urine acid, and gently irrigating catheters, 
will often prevent and correct this. A further com 
plication lies in the fact that the pressure of the 
catheters may slough the ureters. 

In the last method, as in the first, a two-stage 
operation is essential. The ureter is temporarily 
completely blocked, rendering that kidney inactive 
for two or three days, or until the anastomosis is 
established by the slough of the ureteral end and 
the sigmoidal mucosa. This third type of anasto- 
mosis is a sterile procedure, in contrast to the peri- 
must occur in the first two 


toneal soiling that 


methods outlined. 

The following is a brief summary of the three 
cases of ureteral transplants in our series: 
f eleven 


Number one was an exstrephy in a boy ¢ 
This child had twin ureters on the right 
The two right ureters were implanted in a 
The left ureter be- 
came blocked temporarily on two occasions. Boric 
His post-operative 


vears. 
side. 
single incision in the sigmoid. 


acid irrigations relieved this. 
a normal bowel 
Cathe- 


course was uneventful. There was 
movement on the fourth post-operative day. 
ters came away on the ninth post-operative day. 
He left the hospital nineteen days after operation. 
He returned one month later for extirpation of the 
bladder. At this time he could enjoy an uninter- 
rupted night’s rest. 

Case number two was a negro man with multiple, 
perineal, and urethral, urinary sinuses of seven 
He had not voided by the normal 
This patient’s post-opera- 


years’ duration. 
route during this time. 
tive course was uneventful except for a badly in- 
fected abdominal wound. Catheters came away in 


Two months after discharge he was 


eight days. 
holding the urine comfortably for six to eight hours. 
All sinuses had healed. 

Case number three was a surgical catastrophe. 
The patient was a man thirty-six years old in good 
general health, except that he voided every ten 
minutes night and day. This had persisted for two 


years. In 1917 he had a left nephrectomy for tu- 
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berculosis of this kidney. Urine on admission was 
negative for tuberculosis. His bladder was prac- 
tically obliterated. The right ureter was trans- 
planted by the catheter method. The procedure 
was prolonged and tedious. He ran a very septic 
post-operative course. The kidney functioned per- 
fectly. He died on the eighth post-operative day 
of pelvic hemorrhage and peritonitis. At autopsy 
the uretero-sigmoidal anastomosis was intact. 

In conclusion, I wish to emphasize the broad ap- 
plication that uretero-sigmoidal anastomosis may 
have. It is a procedure of great magnitude, but it 
makes it possible for us to restore to comfort many 
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miserable people who spend their entire time try- 
ing to care for their urinary discharges. Patients 
with tuberculosis, or cancer, or crippling persist: ut 
infections of their bladders, contracted bladders, in- 
tractable vesicovaginal fistulae, urinary sinuses, and 
those with congenital bladder anomalies, would w 
come a man-made cloaca. 


BIBLIOGRAPHY 

Coffey, Robt. C.: Transplantation of Ureters into the 
Large Intestine. 

Waters, Waltman: Transplantation of Ureters. Ameri- 


can Journal of Surgery, January, 1932. 





BLOOD SEDIMENTATION IN PULMONARY DISEASE.* 


Epcar C. Harper, M. D. 
and 


T. S. Jennincs, M. D., 
Richmond, Va. 


Blood sedimentation is a simple laboratory pro- 
cedure that may be carried out in any office at little 
expense and no great technical skill on the part of 
observer. It has been known for centuries that the 
blood from sick persons separated into two layers 
of serous and cellular much faster than in normal 
individuals. This phenomenon of blood sedimen- 
tation was observed by John Hunter in 1791, and 
a hundred years later Ashhurst taught that coagu- 
lation of blood in inflammation differs from nor- 
In 1918 Farhaeus re-introduced and popu- 
larized the procedure as a test for pregnancy. It 
is of little use, however, for in this condition it is 
seldom diagnostic before the third month and, there- 


mal. 


fore, of little practical help. Since that time more 
than five hundred articles have appeared in medi- 
cal literature on practically every disease with a con- 
The 


experimental stage has been passed and it is now 


sequent narrowing of its field of usefulness. 


proven to be a most useful and popular laboratory 
procedure. No laboratory test can supplant or re- 
place careful physical examination and sound clini- 
cal judgment, but careful and accurate laboratory 
studies are of paramount importance in accurate 


diagnosis and correct treatment. We believe that 





*Read at the sixty-fourth annual meeting of the Medical 
Society of Virginia, in Lynchburg, October 24-26, 1933. 


the sedimentation rate is one of the most important 
of all laboratory tests and is destined to become 
a routine procedure in all careful examinations. 
Its chief field will be in differentiating functional 
from inflammatory disease, and its greatest use will 
probably be in respiratory and gynecological dis- 
-ases. 
Numerous methods have been introduced for 
doing the test, and naturally much confusion exists 
in interpretation of results. After careful study of 
various methods, we have adopted the 1 c.c. graphic 
method of Cutler as the most informative and use- 
ful. c.c. Cutler 


sedimentation tubes are used. 


Cutler’s method is as follows: 1 
Zero is at the 1 c.c. 
level and the graduations increase downward to 50. 
One c.c. of freshly prepared 3 per cent sterile 
sodium citrate solution is drawn into a perfectly 
dry syringe before puncturing the vein. The needle 
is then inserted into vein and syringe filled to 1 
c.c. mark. The contents are thoroughly mixed by 
inverting the syringe several times. It is then 
transferred to a Cutler tube and reading is made 
by observing the level of the sedimenting column 
of red blood cells every five minutes for one hour. 
Sedimentation time is the period that sedimenta- 


tion rate is less than 1 m.m. in five minutes. This 





€ri- 
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is recorded graphically. The normal index is 8 
and 10, respectively, for men and women at the 
end of one hour. 

Acute inflammatory or degenerative diseases pro- 


The 
various curves are called horizontal line, indicating 


duce most marked and abrupt changes. 


normal or absolute quiescence; diagonal line, 
quiescence; diagonal curve, slightly to moderately 
active; and vertical curve, moderately active. 
Malignancy, exudative tuberculosis, pneumonia, and 
acute arthritis give the most rapid rate in our series. 
Slow rates are observed in allergic conditions such 
as asthma, migraine, urticaria, and to a less extent 
in whooping cough and intestinal parasites. These 
conditions, therefore, should be taken into consid- 
eration in interpretation of results. 

This report is based on 1250 examinations made 
on 247 patients at Pine Camp Hospital. It must 
be remembered that this test is not specific, and 
we believe that its greatest usefulness lies in de- 
termining toxemia rather than etiology. Cancer, 
however, has produced such a rapid sedimentation 
rate in our experience that in this condition we 
consider the test both diagnostic and prognostic. 

In addition to the classification adopted by the 
National 


moderately advanced, and advanced, depending on 


Tuberculosis Association of minimal, 
amount of lung involvement, and active, quiescent, 
or arrested, depending on presence and duration of 
constitutional symptoms such as fever, tachycardia, 
loss of weight, cough, expectoration, hemoptysis, 
and pleurisy, we have classified these qualitatively 
as exudative, productive and mixed, depending on 
whether the lesion is acute pneumonic, fibrous, or 
combination of the two. 

We find that the exudative type of tuberculosis 
gives the most rapid rate and this rate indicates 
severity of lesion rather than amount of lung in- 
volved. In mixed lesions, that is the exudative and 
productive, changes in graph are produced in pro- 
portion to amount of exudation, while the prolifera- 


Clinical 











|H. L arrested D. L. 
Minimal | 65% 60% | 26% 
Moderately : 
advanced 28 26 57 
Advanced | 10 12 | 29 


H. L. Horizontal line 
D.C. Diagonal curve 
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tive or fibrous type of lesion produced no great 
change even though cavitation was present. 

The table below shows how closely the rates 


correspond to clinical picture, and we are not able 
to say whether we or sedimentation rate is in error 
where a discrepancy exists. 

The following case histories are illustrative of 
change and importance of sedimentation rate in our 
experience: 

Miss I. B., white, female, aged 40, was first seen 
in April, 1931, complaining of asthma of three 
years duration. 


8 


Past history of tuberculosis since 1925. Com- 
plete thoracoplasty on right side one year later with 
excellent collapse and good clinical result. Patient 
has been working regularly but is considerably an- 
noyed by spring and fall attacks of asthma. 
Physical and X-ray examinations show right lunz 
collapsed by thoracoplasty. Left lung somewhat 


emphysematous. Blood sedimentation normal and 


examination negative except for positive dermal 


reactions to séveral pollens. Desensitization was 
started with extracts of offending pollens. 
Two years later, in April, 1933, the sedimen- 


tation rate showed marked change, the index now 


being 36. Patient was symptom free and nothing 


was found to account for the marked drop in sedi- 


mentation rate. However, on strength of rapid 


sedimentation a more careful study revealed a 


small tumor in the left breast. A surgical con- 


sultant advised immediate removal. The patholo- 
Two months later the sedi- 


We have 


had other similar experiences that impress forcibly 


gist reported carcinoma. 
mentation rate had returned to normal. 


on our minds the usefulness of this procedure. 
Miss C. B., 


seen on February 26, 1933. 


white, female, aged 28, was first 


C. C. Cough, fatigue, fever, chest pain, night 
sweats, and loss of weight. 
P. I. Began with a cold two weeks ago. 


Examination: Shows a pale nervous young 


Clinicai 
very active 


Clinical 
active |V. C. 


30% 2% 0% 9% 10% 
58 5 5 10 10 
30 21 20 +0 38 


D.L. Diagonal line 
V.C. Vertical curve 
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Pulse 100. Tem- 
Chest is flat, with respira- 
right. 


woman, weighing 104 pounds. 
perature 99.8 degrees. 
tory excursions restricted on There is 
broncho-vesicular breathing, increased vocal reson- 
ance and decreased resonance with medium and large 
moist rales from level of third rib to base on right. 
Left lung negative. 

Stereoscopic films show an irregular shaped cav- 
ity the size of a five-cent piece in the hilum area 
on the right, with an acute exudative tuberculosis 
extending outward and downward from hilum into 
the lower lobe on right. Left lung negative. 

Sedimentation rate shows a diagonal curve with 
index of 26. Two months later after satisfactory 
collapse of right lung, a diagonal line with index 
of 14 is seen. The curve has gradually flattened 
out. Since that time graph has shown a horizontal 
line. The patient’s lung is completely collapsed 
and she is symptom free and back at work. 

CONCLUSIONS 

1. Sedimentation test is an inexpensive practical 
procedure that may be carried out at bedside or in 
office. It is not intended to supplant other recog- 
nized laboratory procedure, but in adult pulmonary 
disease it is useful than other blood 


more any 


studies known to us. 

2. The presence of activity in pulmonary dis- 
ease causes marked changes in sedimentation rate 
of blood. These changes are not dependent on 
amount of lung area involved, but on activity of 
acute minimal involvement 


lesion. Patients with 


show characteristic curves. Extensive old fibrotic 
lesions with cavitation may show normal reading. 
We have seen this in four instances. 

3. Sedimentation is not a specific test. Inflam- 
mation anywhere in body causes rapid rates whether 
it be in the para-nasal sinuses, fallopian tubes, 
gall-bladder, appendix, or bronchi. These and other 
enumerated conditions would necessarily have to be 
eliminated before evaluating your findings. 

4. Malignancy causes the most marked change 

and the curve produced is so characteristic and con- 
stant that it is almost diagnostic in atypical lung 
lesions. 
5. It is an invaluable method of determining un- 
healed areas in a lung collapsed by artificial pneu- 
mothorax. We are so sure of its value here that 
we continue these treatments until the rate is nor- 
mal regardless of any other evidence indicating a 
healed lesion. 
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and Suggestions. 


DIscussION 
Dr. J. A. Prorritt, Burkeville: 
concluded, this test is not new; it is used more extensively 


As you have probabl 
now than at any previous time. We use it routinely at 
Piedmont Sanatorium. Most of the tuberculous pathology 
in the Negro race is the acute exudative type. This pro 
duces a very rapid sedimentation with the acute vertical 
curve, which means the disease is very active. In fact, 
we find some rates faster than the case with carcinoma. 

The sedimentation rate has probably no value in differ- 
ential diagnosis, and probably none in diagnosing carci- 
noma, although we have had no experience with the test 
in this disease. 

In my opinion, the greatest value of the test is to cause 
the physician to search further for organic lesions to ac- 
count for the increased rate. To illustrate, I will cite one 
of our cases. On admission the patient's sedimentation 
rate was 21 m.m. in one hour. After two months of rest in 
bed we believed that the tuberculosis was improving and 
at this time the rate was 21. We did not think that tuber- 
culosis was causing the continued increased rate. Further 
investigation revealed a chronic infection of the prostate, 
which was treated and the rate returned to normal. 

It cannot be too strongly emphasized that a normal rate 
It is perfectly possible 
This 


simply means that the destruction of tissue or absorption 


does not exclude serious disease. 
to have a normal rate with advanced tuberculosis. 


of toxins is not great enough to affect the settling of the 
red blood cells. When we find an increased rate, as Dr. 
Harper says, it is up to the physician to find the cause. 
The test must be interpreted with an open mind. If we 
do this, ! think it will help us to become keener physicians. 


Dr. W. AmBrose McGee, Richmond: 
Harper's paper very much and am glad that he was so 
He did not (I pre- 


I enjoyed Dr. 


successful with the sedimentation test. 
sume purposely) mention the effect of anemia on the rate 
of sedimentation in the tube. The greater the anemia, 
Walton has 


worked out a rate for correction for anemia, so that you 


the more rapid the rate of sedimentation. 


can eliminate that factor. 

Dr. Harper said the sedimentation test is highly valuable 
in tuberculosis. Blue Ridge was kind enough to send me 
blood smears and sedimentation rates on forty children at 
the Sanatorium. We tried to compare these two tests with 
an open mind, to find if one is more valuable than the 
other. We found in the majority of cases where there is 
much activity the sedimentation rates and the Schilling 
blood counts rather parallel each other; but in the cases 
with slight activity (the cases that they call “suspicious’’), 
the Schilling blood count was far superior to the sedimen- 
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tation time. I have occasionally seen a normal sedimenta- 
tion time among these children where there was known 
ictivity, but I have never seen a normal Schilling count 
in such cases among those children we studied. You might 
get a normal sedimentation time, but you will not get a 
normal Schilling blood count where there is activity of the 
tuberculosis. 

The Schilling blood count has one draw-back: it re- 
quires more technical training, although when we get out 
of school these days, that should not be a factor. 

The advantages of the Schilling count are that the 
children are not frightened, that one can study all the 
blood cells, including the monocytes, which give you some 
idea of the individual’s power at resistance, that the test 
requires very little time and the count can be done days 
later if desired. 

The work that they were allowing me to do at Blue 
Ridge was unfortunately stopped, for the simple reason 
that the children objected strenuously at being stuck in the 
vein. For that reason I do not believe the sedimentation 
test is at all practical for continued work among children. 
With adults it is practical and I think should be done 
along with the Schilling count. 

These two tests (the sedimentation time and the Schill- 
ing blood count) offer much in the prognosis of adults and 
children, especially children, where it is so hard to tell 
when they are improving. 
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Question: Ina pregnant woman with’ ¢arcinoma of the 
breast, if the carcinoma is removed, has the sedimentation 
time any value in indicating whether the-carcinoma has 


been completely removed ? 


Dr. Harper, closing the discussion: Answering the ques- 
tion, if I understood it correctly, the doctor asked if the 
sedimentation test would help us to know whether all the 
carcinomatous tissue had been removed at the operation. 
I think at 


the first indication of any activity on the part of that lesion, 


I do not believe it would—not immediately. 


though, you would get a change in the sedimentation rate; 
but I believe if a small growth like that were completely 
removed you could not possibly say, unless there were 
cancer somewhere else that would influence it. Pregnancy 
causes a marked change in sedimentation rate and it would 
not be at all affected by removing a cancerous breast. 

As Dr. McGee says, the test requires the getting of 
blood from a vein, and I can see how that might be ob- 
jectionable in small children. I have had no experience 
whatever with children; my experience has been with 
adults, and we have had no objection at all from the 
patients in the sanatorium. They are very eager to know 
the results when I have made a test, and are just as much 


interested in that as in their pulse and temperature. 





GRANULOSA CELL CARCINOMA OF THE OVARY—WITH A CASE REPORT. 


Russet ©. Lvpay, M.D, F. A. C.. S:, 


Greensboro, N. C. 


These tumors, which are apparently derived from 
the germinal epithelium of the graafian follicles, 
arise, according to Robert Meyer, from rests of 
granulosa cells in the medullary portion of the ovary, 
particularly from congenitally misplaced rests. He 
divides them into three main types—folliculoid, cyl- 
indroid and sarcomatoid. Ewing describes these 
tumors as being characterized by a honeycomb tex- 
ture, small alveolar structure with cells of an em- 
bryonal character and by slight malignancy. 

Robinson says the chief morphological difference 
between the granulosa cell cancer and other forms 
of cancer are: ‘‘(1) the uniformity of the proliferat- 
ing epithelium, particularly during the early stages 
of the neoplastic development; (2) the absence of 
mitosis, with rare exceptions; (3) the absence of 
infiltrative and destructive tendencies; and (4) the 
spreading of the tumor by continuity and extension 


and not by way of the lymphatics and blood stream.” 


In 1931 Meyer collected thirty-three cases, three 
of which occurred in children. The fact that some 
of the women in extreme old age had a marked 
hypertrophy of the breasts with galactorrhea and 
some of the children showed a marked development 
of the sex characteristics have shown that hormones 
are liberated which cause a rejuvenation in older 
women and precocious sexual changes in children. 

These changes in sex development are so char- 
acteristic in some patients that Novak makes the 
following statement: “If, in a (child) patient with 
mammary hypertrophy and other secondary sexual 
characteristics present including menstruation, an, 
ovarian tumor is revealed, it is almost certain to be 
of the granulosa cell variety.” He cited the case 
of a child reported by Lenz in whom, at the age of 
three months, the breasts were well developed and at 
four months menstruation began. A small tumor 


of the left ovary was found later by examination. 
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At the age of fifteen, however, there was no evidence 
of the tumor and the patient was normal in her 
sexual development. 

Novak also refers to one of Meyer’s patients who, 
at the age of five, showed marked mammary hyper- 
After re- 
moval of the left ovary and resection of the right, 


trophy along with menstrual bleeding. 


both of which contained tumors, the breasts re- 
turned to normal and the bleeding stopped, but both 
returned three years later because the tumor had re- 
curred in the remaining portion of the right ovary. 
Following another operation the breasts again re- 
turned to normal, the bleeding disappeared and the 
patient was well ten years later. 

Since ovulation is dependent on the action of the 
anterior hypophyseal lobe and the granulosa cell 
tumors cause only an excessive formation of follic- 
ulin, Novak says that pregnancy is not to be ex- 
In 
fact, Schulze suggests that sterility in these patients 


pected in individuals who have these tumors. 


may be dependent on endocrine influences from the 
tumor. Meyer says that the endometrial hyper- 
plasia is due to the proliferation of granulosa cells 
which produces an augmented hormonal effect. 
Schulze says there is very definite evidence that 
the 
which no doubt has much to do with the hyper- 


tumor elaborates ovarian follicular hormone, 
plastic endometrial changes so frequently seen in pa- 
tients who have these tumors. This endometrial 
hyperplasia, Taussig believes, may go on to the 
development of adenocarcinoma. 

The clinical course and pathological studies both 
indicate that the degree of malignancy in these 
tumors is relatively low. Only three of the series 
of thirty-three reported by Meyer later died from 
metastases. 

Case REPORT 

Mrs. L. H., age 36. This patient consulted the 
writer on February 17, 1931, on account of cessa- 
tion of menstruation. 
periods until May, 


She had regular menstrual 
1930; then 
period in September, 1930. There had been no men- 


another normal 


struation for six months and she had experienced 
the usual nervous phenomena which go with meno- 
pause. The next evidence of menstruation was no- 
ticed in December, 1932, about twenty-seven months 
after the last period. Then the menstrual periods 
were regular but very profuse and prolonged, last- 


ing over a period of ten days for three months; 
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then, ten days after the menstrual flow had stopp-d, 


y 
56 


she noticed a small amount of vaginal bleedin 
which continued in spite of the usual hormone n- 


Q. 


jections until the operation which was perform 
May 14, 1933. 

When examined in April, 1933, the pelvis was 
found to be entirely negative but, at a later date, 
probably because the heavy tumor had fallen into 
Douglas’ pouch during the patient’s trip to the office, 
a large mass the size of a small orange was found 
posterior to the uterus, freely movable but ques- 
tionably attached to the fundus. A diagnosis of 
uterine fibroids was made. 

Operative Findings: 


tumor the size of a large orange, with a pedicle con- 


A large irregular solid 


taining large blood vessels, was found wedged be- 
hind the uterus. The tumor was not adherent to 
any of the surrounding structures. Since there was 
a question of malignancy, a total abdominal hys- 
terectomy with the removal of both ovaries, both 
fallopian tubes and the entire uterus, including the 


cervix, was performed. 





Fig. 1.—Shows tumor with its attachment and other pelvic 
organs. 


Pathological Report (W. D. Forbus, M. D.)— 
Gross Examination: The left ovary measures two 
cm. in diameter. It is firm in consistency and re- 
sembles a senile ovary. The right ovary measures 


ten cm. in diameter, the external surface being 
lobulated. 


large tumor in the area is composed in its greater 


slightly irregular and On section, the 
part of yellow firm tissue distributed throughuut 
this yellow tumor. There are several varying sized 
cysts, some of which are filled with blood. The walls 


of these cysts are usually smooth. From a gross ex- 
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amination it is apparent that we are dealing here 
with a malignant tumor. The yellow tissue is very 
suggestive of luteal tissue. 
Microscopic Examination: This tumor strikes 
one at once as one relatively uncommon of the 





Fig. 2. 


Shows tumor on section. 
vary. It is obviously malignant in character and 
most likely carcinoma. The extraordinary yellow 
In the 


microscopic section one finds a histological structure 


color and multicystic growth is impressive. 


which is common to the granulosa cell type of car- 


inoma. 
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Fig. 3.—Photomicrograph of granulosa cell carcinoma 


(low power). 


The endometrium is characterized by variation in 
the size of the glands. Some appear large and 
cystic in character while adjacent to these are small 
round glands. The endometrium is not as we often 
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see in some phases of the menstrual cycle and espe- 
cially not as thick as is found in hyperplasia of the 
endometrium. It is very suggestive of hyperplasia. 


Diagnosis: Granulosa cell carcinoma of the 
ovary, senile ovary, cystic cervicitis, hyperplasia of 
endometrium (?). 
SUMMARY 

A case of granulosa cell carcinoma of the ovary 
is presented. No post-operative irradiation was em- 
ployed since the tumor and pelvic organs were com- 
pletely removed. Such a radical operation seems 
justified in individuals at this age even if the tumor 


is of a low grade malignancy. 


, 


& 


. 


> 





Fig. 4.—Photomicrograph of same tumur ‘high power). 
At the present time, this patient is apparently 


enjoying perfect health except for a lessening of the 


libido. 
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BROMIDE INTOXICATION OR BROMIDE PSYCHOSIS. 


’ Cuar.es P. Rytanp, Jr., M. D., 
Binghamton, N. Y. 


Bromide intoxication or bromide psychosis may 
be defined as a chain of neurological symptoms 
caused by the ingestion of large doses of bromides, 
which are relieved by the withdrawal of bromides 
and the administration of sodium chloride. 

In this paper I am not presenting anything new 
or spectacular; but I wish to discuss the symptoms 
and treatment of the condition, give laboratory pro- 
cedures used in its diagnosis in detail, and present 
one case at some length. 

A review of the literature from 1875 on this sub- 
ject shows a spasmodic case here and there, the 
symptoms of which, in the light of our present 
knowledge and the fact that the psychosis followed 
the ingestion of bromides and disappeared with its 
withdrawal, would lead us to believe that the 
etiology was correct. 

One of the earliest reported cases occurred in the 
family of an English apothecary in the late 80’s, 
the servant having filled the salt cellars from the 
barrel containing sodium bromide, which was next 
to a barrel of sodium chloride. The entire family 
developed a toxic psychosis that cleared up after 
several weeks. 


SYMPTOMATOLOGY 

Acute poisoning from a single very large amount 
shows in profound stupor lasting several days, with 
slowed respiration and depression of all body func- 
tions. 

Chronic poisoning or bromism results from the 
medicinal use. The symptoms may be depressant 
In the depressed type, the patient is 
dull, stupid, indifferent, the face expressionless, pale, 


or psychotic. 


usually pimpled, the eyes heavy, all mental processes 
and movements sluggish, speech slow, replies to 
questions delayed, the memory defective, and walk- 
ing deliberate; and there are loss of appetite, nausea, 
constipation, loss of sexuality, and a general lower- 
ing of vitality and vigor. The pupils and corneal, 
pharyngeal and deep reflexes are sluggish. This 
is the state to which many epileptics have been 
brought by bromide treatment. 

In the psychotic type, the symptoms are restless- 
ness, apprehension, hallucinations and delusions, dis- 


orientation, and ideas of persecution. In serivus 
cases the respiration becomes slow, labored and 
shallow, the pulse rapid and feeble, there is fi 
and death may occur. 

The bromide rash is usually present although it 
may be absent in cases of intoxication. It may |e 
described as a discrete acneiform, pustular, in- 
filtrated or furuncular rash on the face, neck, and 


chest. A rash has been reported on the tongue and 
hard palate. Occasionally there is erythema or 
urticaria. But more serious skin lesions occur, nota- 


bly a pemphigus-like eruption, an extensive granu- 
lomatous ulceration of the arms and legs, or a 
nodose bromoderma of the legs with acute painful 
areas of inflammation. Bromide eruptions have 
been mistaken for tertiary syphilides. 


THEORY OF BROMIDE THERAPY 

Bromide therapy to be rational must, on the one 
hand, produce the desired effect of the drug and, 
on the other, avoid the danger of bromide intoxi- 
cation. The foundation of bromide action and con- 
sequently also that of a rational treatment are based 
on the relations between chlorides and bromides— 
the chloride-bromide equilibrium or replacement— 
which should therefore be discussed briefly. 

Sodium chloride constitutes the greater part of 
the electrolytes of the body and its ions are essential 
for the functions of most cells. Since it is con- 
stantly excreted, mainly in the urine, it must be 
constantly replenished. The body maintains its 
chloride concentration with remarkable constancy. 
The excretion varies with the salt intake but lags 
somewhat behind in time. If the supply of salt is 
stopped, excretion falls within three days to a 
lower level, but the body retains its normal salt 
content. 

The excretion of chlorides can be hastened by the 
administration of bromides and iodides. Conversely, 
the administration of chlorides hastens the elimi- 
nation of these salts. 

If bromides are introduced into the body, their 
excretion starts rapidly but proceeds very slowly; 
so slowly, in fact, that even twenty-thirty days after 
medication has been stopped the excretion of bro- 
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mides is not completed as shown in the case herein 
Hence, a retention of bromides takes 
to the fact 


pr sented. 


place which is due mentioned that 


bromides in part replace chlorides. Thus, a sort of 
“saturation” of the body with bromides takes place, 
so that after a certain period in prolonged medica- 
tion no more bromides are retained and the intake 
and excretion are balanced. The chloride content 
of the blood is then diminished, the chlorides hav- 
ing been partly replaced by the bromides. 

A replacement of more than 40 per cent of the 
chlorides of the blood by bromides is fatal. In- 
toxication symptoms generally anpear when from 
25 to 30 per cent of the total halogens are repre- 
sented by 
vidual differences, a fact that must be born in mind. 


bromides; there exist, however, indi- 


After this, it is easily understood that the action 
of the bromide medication depends not only on the 
bromide intake but also on the chloride intake. 
That is to say, prescribing bromides without know- 
ing the chloride intake or the bromide saturation is 
the same as letting a patient take as much or as 
little bromides as he chooses. With equal doses of 
chlorides and bromides, bromide intoxication is pro- 
duced in three weeks. 

The routine dosage of bromides from 45 to 75 
grains (3 to 5 Gm.) a day is based on the chloride 
intake of about 225 grains (15 Gm.); but not all 


Wuth 


of Johns Hopkins had the urinary chloride excre- 


persons have a chloride intake of 225 grains 


tion and consequently the intake taken from twenty- 
five patients who had no other disease leading to 
disturbance of chloride metabolism, such as pneu- 
monia, cancer and nephritis, and who were on the 
relatively uniform hospital diet. These showed a 
variation of from 2.68 Gm. to 15.84 Gm. with an 
average of 7.4 Gm. As stated above, the sodium 
chloride 
bromide intake in order that the so-called chloride 
Hence it 
is easily seen that bromides in doses of 4 Gm. daily 


intake should be about four times the 


bromide equilibrium may be maintained. 


will very quickly produce intoxication in a patient 
taking only 2.5 Gm. daily of sodium chloride and 
will never produce it in a patient taking 15 Gm. 
of the latter. 
of chlorides and bromides will produce bromide in- 


I may repeat again that equal doses 


toxication in three weeks. 
LABORATORY PROCEDURES 
Bromine is present in the following tissue fluids: 
blood, urine, saliva, gastric content, and spinal 
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fluid. 
by the addition of a few crystals of potassium per- 


It may be liberated in suspected tissue fluids 


manganate and a few drops of concentrated sul- 
phuric acid. After the test tube has been agitated, 
a small strip of filter paper, impregnated with fluo- 
rescein and moistened with dilute acetic acid, is held 
to the mouth of the tube, the escaping bromine im- 
mediately combines with the fluorescein to form 
eosin, giving a bright pink color on the test paper 
in contrast with the lemon yellow color of the 
fluorescein. 

The presence of chlorine, which is liberated at the 
same time instead of interfering with the test, ap- 
parently makes it more sensitive. This test is so 


sensitive it will detect bromine in solutions of 
1:50,000 or 2 mg. per 100 c.c. 

The urinary test is as follows: to 25 c.c. of urine 
about 1 Gm. of animal charcoal is added, mixed 
well, allowed to stand for a few minutes and then 
filtered. 


a test tube, 1 c.c. of 20 per cent trichloracetic acid 


To exactly 5 c.c. of filtrate measured into 


and 1 c.c. of 0.5 per cent gold chloride solution are 
added; a brown shade indicates the presence of 
bromides. 

The method of determining the bromide content 
of the blood is as follows: 10 c.c. of blood is 
LO-2 CC, Of 
the serum, 4 c.c. of distilled water and 1.2 c.c. 
After 
standing for half an hour, the mixture is filtered 


drawn as usual and allowed to clot. 
of 20 per cent trichloracetic acid are added. 
The filtrate must be clear; 


if necessary the solution is re-filtered. 
of the filtrate, 0.2 c.c. of 0.5 per cent gold chloride 


through a small filter. 


To each c.c. 


solution is added and then compared in the com- 
parator with the color tubes. On these tubes are 
figures which indicate the number of milligrams of 
The 


procedure is very simple provided one has a com- 


sodium bromide per 100 c.c. of blood serum. 


parator.* 
DIAGNOSIS 


All authorities say that the condition is much 
more prevalent than it is diagnosed. Provided one 
keeps it and its symptomatology in mind, the diag- 
nosis is comparatively easy with the aid of the 
laboratory procedures given above. 

For the chemical diagnosis in a questionable case 
of bromide intoxication it is advisable first to try a 


—- 





*The comparator with the necessary reagents and 
pipets is manufactured by the La Motte Chemical Prod- 
ucts Co., of Baltimore, Maryland. 
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simple test for bromides in the urine. If this is 
negative, bromide intoxication can be practically ex- 
cluded. If this test is positive, then it will be neces- 
sary and essential to determine the absolute bromide 
When 


the blood bromides increase beyond 150 mg. per 


content of the serum with the comparator. 


100 c.c. of serum, Wuth says that the patient is 
liable to intoxication symptoms and he speaks of 
bromide content above this figure as the “toxic 
zone.” 

In a personal communication to the author, Wile, 
of the University of Michigan, emphasizes the fact 
that occasionally a case may be seen which is clin- 
ically bromide intoxication without any doubt what- 
ever and in which bromide may be absent from both 
the blood and urine. This, he explains, is due to 
the fact that the bromides are stored in the body 
tissues, probably the liver mainly, and are not in 
circulation. In such cases he recommends the in- 
jection of 150-300 ¢.c. normal saline intravenously. 
The sedium chloride will dislodge the bromides from 
the body tissues and they then may be found in the 
blood and urine. 


TREATMENT 

As stated above, the treatment is the withdrawal 
of the bromides and the ingestion of large amounts 
of sodium chloride. It may be given by hypo- 
dermoclysis, intravenously, orally, rectally, or by 
putting the patient in a salt bath, which is kept at 
body temperature. Some authorities apply sodium 
chloride compresses to the local lesions likewise. 

Normal saline may be given in 100 c.c. doses. 
If it is well tolerated it may be increased to 400 e.c. 
twice a week, or as frequently as daily. 
sodium chloride 4j in a glass of buttermilk t. i. d., 
others give sodium chloride gr. XV by mouth t. i. d. 
As a prophylactic to prevent skin rash and other 
undesirable effects some administer sodium chloride 
with the bromide when the latter is given in large 
doses constantly as with epileptics; under such cir- 
cumstances, it is questionable how much bromide 
The in- 
troduction of large amounts of sodium chloride 


Some use 


reaches and acts on the nervous system. 


results in a rapid elimination of the bromide with 
occasional renal irritation. 

X-ray therapy is used on the cutaneous lesions 
in addition to the ingestion of sodium chloride. The 
irradiated lesions will disappear twice as fast as 
those that are not. 
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CasE REPORT 

Mrs. A. U., age 32 years, housewife, Lithuan: :n, 
born in Scranton, Pa. She is a fat, jovial iri- 
vidual always laughing and talking regardless of 
her condition. Family History: Husband living 
and well, one daughter, age 12 years, who last \-ar 
had an appendectomy and acute rheumatic fever, 
otherwise her health is good. Past History: Health 
has been good until four years ago when she had 
rheumatism, following which she had her tonsil re- 

Two years ago she had pleurisy for one 
I saw her at my office in September, 1932, 


moved. 
week. 

at which time she was complaining of weakness, 
her weight was 200 Ibs. She was sent to the Wil- 
son Memorial Hospital, Johnson City, N. Y., for 
diagnosis, and she was put on a very rigid diet for 
the reduction of her weight. Electrocardiogram re- 
vealed an auricular fibrillation which was considered 
at first to be due to a masked thyroid condition 
since the B. M. R. was + 28, later +12 and finally 
+6. 
at that time. 
in the pulmonic area which was taken to be mitral 


There were no murmurs present in the heart 
X-ray of the chest revealed a swelling 
stenosis. The etiology of this was presumed to be 
the rheumatism that she had had four years pre- 
viously. Under digitalis therapy her condition im- 
proved and she went home after four weeks in the 
She lost 21 lbs. during her stay there. 
Present 
She began to decompensate regularly every 
With rest in bed and increased doses 


hospital. 
She got along fairly well for one month. 
illness: 
four weeks. 
of digitalis for a couple of days she would quiet 
She had a great deal of insomnia and rest- 

For this I gave her triple bromide com- 


down. 
lessness. 
pound in as high a dose as 60 grains at bedtime, 
beginning January 10th. From then until she came 
to the hospital she took eight ounces of the com- 
pound. The first of April she became decompen- 
sate again and increasing doses of digitalis had no 
effect. After some persuasion she agreed to hos- 
pitalization on April 15, 1933. 

On admission physicial examination was negative 
except for the chest, which revealed a heart which 
was fibrillating, apex 135, radial 100; there was a 
systolic murmur at the apex which had developed 
since her previous admission, there were rales at 
the bases of both lungs. She was put on tincture 
of digitalis 2 c.c. q. 6 h. until the apex was 70. 
At the end of a week the apex was still 120, despite 
having taken 40 c.c. of tincture of digitalis. An 
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electrocardiogram showed toxic effect of digitalis. 
The drug was stopped at once; on the same day the 
B. M. R. was +19. 
dered sodium bromide gr. xx q. 4 h. for restlessness. 


On admission she was or- 


Her cardiac condition improved and she was ob- 
served as a possible case of masked hyperthyroidism 
again. Two more B. M. R.s were +18 and +5, 
respectively. After due consideration the surgical 
service decided that a thyroidectomy was not indi- 
cated. Wassermann was negative, as was urinalysis. 
Blood counts were normal except for a leucocytosis 
of 14-20,000 with poly counts of about 80 per cent, 
On May 10th, four weeks 


after admission it was noticed that an acneiform, 


which were unexplained. 


pustular rash was developing on the face and the 
anterior chest. This was considered to be due to 
the bromide and it was discontinued at once. Within 
two or three days her whole personality changed; 
she became apprehensive, was depressed, her face 
was expressionless, she had delusions of persecution 
and thought continuously that someone was trying 
to get her, she complained of weakness, was scarcely 
able to stand, and her gait was ataxic. She would 
cry whenever anyone visited her or attempted to talk 
to her. She was very anxious to go home. Since she 
was not improving, I told her to tell her husband 
that I wanted to see him. He came into my office 
the next day, but she had not given him my message. 
He said that she did not know what she was saying. 
The patients in the ward became afraid of her after 
she had thrown soap and soap dishes at some of 
them. During each of her last two nights in the 
hospital she was so restless and frightened that 
She 


was very depressed and still wanted to go home. 


morphia gr. 1/6 was necessary to quiet her. 


Her husband agreed to get someone to stay with her 
at home and I discharged her on May 18, 1933, 
as unimproved. Her rash had disappeared some- 
what. Her condition was considered to be bromide 
intoxication, but in the absence of a comparator or 
proper chemicals for urinalysis, it could not be con- 
firmed. 

Her condition remained the same, she continued 
to have delusions and illusions and complained of 
insomnia. Two days prior to her discharge from 
the hospital I began giving her strychnine gr. 1/60 
t. i. d. Her appetite was very poor, she ate scarcely 
anything. She was afraid to be left alone in her 
room. About two weeks after her discharge the 
rash on her face became worse, although she was 
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taking no bromide. She remained in bed all of the 
time except for short intervals in a chair, to which 
she had to be assisted. In general her condition 
was unchanged. 

On June 10th the hospital received the bromide 
comparator and on Monday, June 12th, I obtained 
The 


laboratory reported 190 mg. of bromide per 100 c.c. 


a specimen of blood for bromide determination. 
of blood serum. The patient had had no bromide 
in the last thirty-two days. I went to see the pa- 
tient as soon as I received the report and took empty 
5 gr. capsules with me. These I filled at her home 
with sodium chloride from her salt box. I directed 
that she take one capsule q. i. d. In three days 
she was much stronger, was able to walk without 
ataxia and was eating a little better. On my next 
visit, three days later, there was marked improve- 
ment, her mental condition had cleared up almost 
entirely, although she was still afraid to stay alone. 
Blood taken at this visit was reported as containing 
120 mg. of bromide per 100 c.c. of blood serum. 
During this week there was no edema of her ankles. 
In the afternoon following my visit, she was taken 
to Wagner Farm (a convalescent home in the coun- 
try) with directions to continue sodium chloride, 

I saw her after she had been there 
She was feeling fine, had walked about 
During her first week 


gr. xv daily. 
two weeks. 
one-fourth mile that morning. 
there (her second on sodium chloride medication), 
there had been edema of her ankles but there was 
no evidence of it at that time. One week later the 
laboratory reported that her blood contained a neg- 
ligible amount of bromide. 

The clinical condition of the patient was the 
best I had seen her in during the two months fol- 
lowing her recovery from the bromide intoxication. 
At the end of this time she began to fibrillate again. 
No amount of digitalis had any effect upon her. 
She gradually went down hill and died ten months 
following her bromide intoxication of pulmonary 
infarction. Autopsy showed multiple pulmonary in- 
farcts and a typical fish mouth mitral orifice, con- 
firming our diagnosis of mitral stenosis. 

SUMMARY 

Herein is presented a case of mitral stenosis which 
developed bromide psychosis or intoxication. It 
seems to be a combination of both the depressant 
and psychotic types described above. Thirty-two 
days after withdrawal of bromide, her blood showed 
190 mg. of bromide per 100 c.c. of serum. It must 
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have been over 300 mg. when the bromide was with- 
drawn. After six days of sodium chloride, gr. xx 
daily, the bromide content of the blood dropped to 
120 mg. with marked improvement of symptoms. 
Three weeks later the amount of bromide in the 
blood was negligible, showing that she was cured of 
her bromide intoxication. There was no edema of 
the ankles during the first week of sodium chloride 
medication, but edema appeared during the second 
week, and promptly subsided without treatment. 
This edema emphasizes the fact that kidney injury 
must be looked for in these cases when there is a 
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rapid excretion of bromide following the inges* on 
of large amounts of sodium chloride. 
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GALL-BLADDER DISEASE--REPORT OF ONE HUNDRED 
CONSECUTIVE CASES.* 


O. T. Amory, M. D., F. A. C. S., 
Riverside Hospital 
Newport News, Va. 


One hesitates to discuss such a small series of 
cases of a disease as universally prevalent as infec- 
tion of the gall-bladder. Nevertheless, when an at- 
tempt has been made to individualize one’s patients 
pre-operatively, operatively, and _post-operatively, 
following them through to their termination, suc- 
cesssful or otherwise, and drawing accurate conclu- 
sions from them, there will be many interesting 
factors worthy of discussion. 

It is fully recognized that the management of the 
biliary tract disease, like the management of almost 
all other intra-abdominal diseases, has become a 
joint problem of the surgeon and the internist. 
While it is admitted that the treatment of gall- 
bladder infection, stones, cholangitis, etc., is sur- 
gical, the diagnosis, pre-operative and post-opera- 
tive treatment present problems of great interest 
to the internist. 

In this study and presentation of one hundred 
consecutive cases of gall-bladder disease, an effort 
has been made to record and tabulate their findings 
in all types of the infection, though each class is 
This series represents practically all 
It contains simple, 


very small. 
types of the condition found. 
uncomplicated chronic infections, with or without 
with marked secondary 


stones, acute empyema 





*Read before the Seaboard Medical Association of 
Virginia and North Carolina, at Norfolk, Va., December 
5-7, 1933. 


cholangitis, acute and chronic cases with stones im- 
pacted in the cystic and common ducts, secondary 
operations on primarily drained cases, cases asso- 
ciated with other acute intra-abdominal conditions 
such as appendicitis, duodenal ulcer, ulcer of 
stomach, diabetes, various degrees of myocardial 
changes, kidney complications and cancer of the 
liver, and three cases of gangrenous gall-bladders, 
securely walled off by omentum, which were rup- 
tured on attempt to free the adhesions. In none of 
these cases, however, were gall stones or bile found 
free in the abdominal cavity. One of these patients 
is recorded with the deaths from bronchial pneu- 
monia. Seventy per cent presented secondary anemia, 
varying from a very mild to a marked degree, 
though none were severe enough to demand trans- 
fusion before operation. 


PRE-OPERATIVE TREATMENT 

The pre-operative treatment consists of correct- 
ing as far as possible other associated conditons 
which are usually found secondary to the gall-blad- 
der infections. These may be gastric distress, myo- 
cardial and nephritic changes, secondary anemia, 
and various forms of neurotic manifestations, all of 
which are usually manifested by the history of gas- 
tric distress, commonly termed nervous indigestion, 
gaseous eruptions. Precordial pain is usually rather 
marked. Quite a few of these cases came in with 
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Also 


frejuently noted are various types of indigestion, 


their own diagnosis of some cardiac trouble. 


which are worse in the evening, with no definite re- 
lation to the intake of food, periodical attacks of 
upper right abdominal pain with nocturnal exacer- 
bations, pains under right shoulder blade, consti- 
pation, etc. Strict attention should be given other 
associated conditions, especially focal infections in 
One realizes that gall- 
bladder disease fatal. 
Statistics will show that the mortality is usually 


the mouth, nose and throat. 
itself rarely ever proves 
attributed to complications or other associated con- 
ditions. 
as diabetics, tuberculars, syphilitics and jaundice 
cases, that should be given other specific therapy, 


There are certain types of patients, such 


which will not be discussed in this paper. 

The disturbance of metabolism is the most im- 
portant single factor, and should be combated by 
free carbohydrate diet, elevating and maintaining 
the fluid balance, saline, glucose and water through 
all avenues. Supportive treatment, such as digitali- 
zation, and relieving as far as possible the great 
factor of fear is necessary, as it is essential that these 
patients be put to rest physically and mentally. 

According to Coller and Maddock, the loss of 
fluid from the body may reach as high as 50 per 
cent during the operation and for the first four 
hours after the average major case. This estima- 
tion seems to be a fair one, as one frequently sees 
these patients simply drenched in perspiration, es- 
pecially in the average post-operative bed. There- 
fore, it is imperative that the fluid balance should 
be maintained. 

The much discussed question of radical vs. con- 
servative operative treatment can and should be de- 
termined by an accurate and complete individuali- 
zation of each case. This can be fairly accurately 
determined, regardless of the acuteness of the con- 
dition, by the age of the patient, the chronicity of 
the case, and the severity and frequency of the 
previous attacks and the condition of the patient 
admitted. 
quently compared to the acute appendix from an 


when The acute gall-bladder is fre- 


operative standpoint. But when one considers the 
two conditions in an acute pathological process, it 
will readily be seen that the comparison is not as 
applicable as it first appears. There are factors 
presented in the two conditions that usually are 


decisive. For instance, appendicitis— 
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1. Occurs more frequently in the young and 
they stand operation well. 

2. Has a marked tendency to rupture with 
peritonitis. 

3. Due to the rapidity of onsets and rapid prog- 
ress, the complications are acute. 

4. Repeated attacks, if they subside, leave less 
sequelae. 

Gall-bladder disease 

1. Occurs more frequently in the aged, and 
usually they are a poor risk. 

2. Rupture fortunately is rare, and of such a 
slow process compared to appendicitis that sufficient 
time usually elapses for the infection to be localized 
and walled off. 

3. Complications are slower to develop and 
usually are of a more chronic nature. 

4. Repeated attacks leave more destruction to 
the liver, heart and kidneys, with more or less 
permanent impairment of these organs. 

So, in the opinion of the author, it is not a 
question of when to operate in the acute case, but 
an accurate estimate as far as possible of the 
amount of damage that has been done to the heart, 
liver and kidneys, and the best procedure to limit 
the amount of damage that is likely to be done to 
them in the future. 
tory of repeated attacks, the mortality and mor- 


In the aged, with a long his- 


bidity is found to be in proportion to the chronicity 
of the case and the severity of the repeated attacks. 


OPERATIVE TREATMENT 

Unlimited skill and dexterity cannot overcome 
position and proper vision. So it is very necessary 
that these patients be properly arranged on the table 
with adequate lighting system, and the patient un- 
der spinal anesthesia should be made as comfortable 
as possible. It is essential that the cnerative tech- 
nique be carried out as quickly as is consistent with 
thorough work. Attention should be paid to minor 
details, such as team work, proper walling off of 
the operative field, with only sufficient exploration 
and the minimum amount of trauma as is consist- 
ent with thorough relief of the condition present. 

The author is not willing to agree at the present 
time with Lahey on his exploration of the common 
duct as a routine procedure. In his hands this 
method is doubtlessly safe, but with the average 
surgeon this is an extremely hazardous procedure, 


especially when we have other fairly accurate 
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methods of detecting stone in the common duct, such 
as the Cameron lighting system, palpation, jaundice, 
etc., but one should not be deceived by enlarged 
and calcified glands in this area. 

Post-OPERATIVE TREATMENT 

Especially in the aged, it is of extreme impor- 
tance that these patients be made comfortable and, 
with the exception of the pus cases, should be al- 
lowed any position in bed that they desire. Spinal 
cases also are an exception for the first three or four 
hours. It is just as important to maintain your 
fluid balance post-operatively, and probably more 
so, than it was before the operation. In the respira- 
tory and cardiac cases, the oxygen tent is of in- 
estimable value. Opiates in sufficient quantities 
should be freely administered in order to keep the 
patient at rest. Fruit juices, carbohydrates and soft 
diet should be administered as soon as tolerated. 
It is becoming practically routine in the author’s 
work to administer glucose intravenously post-opera- 
tively. Systematic bed exercise is carried out daily. 
We have gotten most excellent results in quite a 
few of our cases, that did not come back as rapidly 
as we thought they should, by trans-duodenal drain- 
age, and, of course, the administration of bile when 
indicated. We usually collect this bile from the 
patient and re-administer it. 

In this series there were seventy-six females and 
twenty-four males. The average age was 47.8. 
Oldest 74. Youngest 21. Average Whe. 8,215. 
Highest 16,200. Lowest 3,600. 
the gall-bladder was removed. 


In eighty-six cases 
In fourteen cases it 
was drained. Three of the fourteen cases were re- 
admitted for a cholecystectomy. In two of the cases 
stones were impacted in the common duct. In one 
case the stone was overlooked in operation and the 
patient was re-admitted to the hospital eight months 
later when the stone was removed. One was for 
the closure of a fistula. 

Anesthetics: Sixty-eight had nitrous oxide, local 
and ether; thirty-two spinal. Average time for 
operation fifty-four and one-half minues. Average 
stay in the hospital—pre-operative two and one- 
third days; post-operative fifteen and one-half days. 
There was a total of six secondary operations re- 
corded. There were two cases of a partial cholecys- 
tectomy. One of these cases is still showing some 
symptoms and may eventually come to a secondary 
operation. The other case is symptom free, eight 


months post-operatively. 
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There was a mortality of 4 per cent, including 
one cancer case, one year after operation had ‘een 
advised. 

Report of deaths: 

Case No. 9869. Male, age 60. 
hospital June 30, 1928, complaining of fever, chills, 


Admitted to the 
general aching, etc. Gave history of chronic indi- 
gestion, gas, worse in the evenings, periodic atticks 
of pain in the upper right quadrant, extending over 
a period of ten years, and very much worse for the 
past six months. Had been confined to bed for 
ten days before admission. Physical examination: 
Blood pressure 140/70. Pulse 100. 
102.2. Urine: Trace of albumin. 
and granular casts. Rbe. 3,288,- 
000. Whe., 7,800. On July 
2nd, under local, gas and ether, gall!-bladder was 


Temperature 
Few hyaline 
Hbg. 66 per cent. 
Polys. 81 per cent. 


removed, but, due to the poor condition of the pa- 
tient and the presence of pus, no other organs were 
examained Patient did very well until July 7th, 
when very suddenly he had a severe gastric hemor- 
rhage and died before we could secure a donor. 
Three had been typed. Patient died five days after 
operation. 

Case No. 23,528. 
13, 1930. 
dominal pain with nausea and vomiting for twenty 


Male, age 41. Admitted April 
Gave history of attacks of upper ab- 
years, with jaundice on one occasion. For the past 
year has had an average attack of one a month. 
Just subsiding from an attack. Physical examina- 
Other than the abdomen and the X-ray, nega- 
Hbg. 80 per cent. 


Polys. 65 per cent. 


tion: 
Blood pressure 130/80. 
Whe., 5,200. 
Operation under gas and ether 


tive. 
Rbc., 4,880,000. 
Urine: negative. 
on April 14, 1930, and appendix and gall-bladder 
removed. Progress notes showed him to have had 
an uneventful recovery until April 28th, at 5:50 
A. M. 


suddenly seized with pain in the chest and died at 


After having had a very good night, was 


6:30 A. M. from pulmonary embolus. 
Case No. 9038. 

vember 9, 1927. 

acute gall-bladder attacks for the past eight years, 


Admitted No- 
Past history showed she had had 


Female, age 73. 


gradually getting closer together and more severe, 
accompanied with jaundice on several previous oc- 
casions. Had been confined to bed with the pres- 
ent attack for two weeks prior to admission, with 
chills, and high fever, and a great deal of pain. 
On admission the patient was acutely ill, septic and 
dehydrated, with moderate jaundice. Whc., 13,800. 
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Polys. 74 per cent. Urine: Trace of albumin. 
Many hyaline and granular casts. Few Rbc. Oc- 
casional pus cell. Blood pressure 190/90. Oper- 
ated November 11, 1927. 
bedded, gangrenous, contained approximately 5 oz. 
Gall- 


bladder was ruptured on attempt to free adhesions. 


Gall-bladder was em- 
of pus and one large stone in a cystic duct. 


The field being well walled off, no soiling occurred. 
Stone removed, gall-bladder drained. Patient did 
very well until November 23rd, at which time she 
developed a broncho-pneumonia. Died November 
25, 1927. 

Case No. 11,213. Female, age 55. 
sion to the hospital June 18, 1929. 


acute gall-bladder disease with stones. 


First admis- 
Diagnosis of 
Remained 
in the hospital until June 23rd; as the trouble was 


subsiding she refused operation. Was re-admitted 


to the hospital January 5, 1930, with another acute 
attack. Had 


acute infection with imbedded gall-bladder, which 


She was operated January 8, 1930. 
was removed. The liver was enlarged and _pre- 
sented unmistakable signs of cancer. 

Patient 


months later from cancer of the liver. 


Discharged 
from hospital January 25th. died six 


SUMMARY OF DEATHS 
1. Pulmonary embolus, one, died fourteen days 
after operation. 
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2. Broncho-pneumonia, one, died fourteen days 
after operation. 
3. Massive gastric hemorrhage, one, died five 
days after operation. 

4. Cancer of liver, one, died six months after 
operation, but one year after operation advised. 


SUMMARY 

1. The small series of cases here presented re- 
vealed most all of the different types of infection 
usually found in the biliary tract. 

2. The close cooperation of the surgeon and the 
internist makes for a more comfortable patient and 
better end-results. 

3. The detection and elimination as far as pos- 
sible of complications and associated diseases are 
stressed. 

4. Establishing and maintaining the metabolic 
ratio to the highest degree is essential. 

5. The course of procedure in the acute case 
should be determined by a complete study of each 
individual case, and should not be considered in 
mass formation or as a group of cases. 

6. Spinal anesthesia well handled has been the 
ideal one. 

7. Team work is essential. 


Medical Arts Building. 





CESAREAN SECTION.* 


Pa1cE E. THORNHILL, M. D., 
Norfolk, Va. 


I wish to discuss with you a few of the practical 
points about cesarean section, and show some slides 
belonging to Dr. Joseph B. DeLee, of Chicago, deal- 
ing with the new low operation. 

I was able to find what to me was new and in- 
teresting history on the origin of the term “cesarean 
About 700 B. C., a Roman king, in 
codifying the Roman law, ordered that abdominal 


operation.” 


section be performed on all women who died when 
far advanced in pregnancy, in order that mother 
Some 600 
years later, Julius Caesar, who overthrew the rule 


and child could be buried separately. 


of kings and senate and established the line of em- 





*Read before Norfolk County Medical Society, Feb- 
ruary 26, 1934. 


perors, continued this written law regarding ab- 


dominal section. Caesar himself was not born by 
this operation, as many have believed; his mother 
lived many years after his birth. But everything in 
the law which he established came, through general 
custom, to be described as “‘caesarean,” after himself. 
Hence the surgical operation that was required by 
that law came to be known as the “cesarean opera- 
tion.” ” 

Prior to 1500 A. D., it was never attempted on a 
living woman, so far as known. It was first authen- 
tically performed in 1610, by Trautman, of Witten- 
berg, in a desperate situation. It was, of course, a 
heroic treatment of last resort, and up to recent years 


it has continued to be looked upon as a last, prac- 
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tically hopeless, procedure. As recently as fifty 
years ago, the mortality rate was as high as 85 per 
cent. 

With a background of hundreds of years like that, 
is it any wonder we require time to gain a new con- 
ception of its use? 

Pre-natal care has, of course, been the important 
factor in bringing the mortality rate for cesarean 
down to between 2 and 5 per cent. I need spend 
no time arguing the advantages of pre-natal care; 
they are too generally conceded. The point is, that 
too often doctors have not sufficient interest or suffi- 
cient time to practice the things they know, nor 
even time to tell their patients the importance of 
pre-natal care so that they can get the attention 
elsewhere. We need to note carefully this fact, 
that in Virginia, in 1927 and 1928, of 625 women 
who died from causes connected with childbirth, 60 
per cent (377) had had no pre-natal care whatever. 
And nearly half of these were white.* So there is 
still plenty of room for improvement. 

Briefly, about the indications for section: 

First, and most common, is the question of dis- 
proportion in size between passage and passenger. 
When this is so pronounced that the operation is 
clearly indicated beforehand, as with a true con- 
jugate of 5 cms., elective cesarean in the last week 
of pregnancy or the early hours of labor gives uni- 
formly good results. But most of our troubles are 
encountered with cases of the border-line class, the 
moderate contractions. ‘These have to be dealt with 
by careful examination and study in the ninth month, 
through methods of diagnosis that cannot be de- 
tailed here. But the essential point is to be aware 
of a sub-normal pelvis or an extra large child, so 
that the necessary extra care in diagnosis, with con- 
sultation and X-ray, may be had at a time when 
they will save trouble, and perhaps a life. 

In many cases of this border-line type, a test of 
labor is justified. Experience teaches us that many 
a doubtful case may deliver spontaneously or with 
low forceps, because of good moulding or extra 
strong uterine contractions, two factors impossible 
to estimate with accuracy beforehand. 

And I would like to mention, in passing, that 
there seems to be a wide difference of opinion as to 
No definite 
time-period can be set; mild pains must be given 


what should constitute a test of labor. 





*Virginia Medical Monthly, July, 1933. 


longer than hard ones. To me, “test of lal or” 
means close observation of progress in early rst 
stage, by means of hourly abdominal and re tal 
examinations, with a decision as to course to pursue 
before the patient shows exhaustion. It may tike 
only three hours, or it may require twelve. ut 
until certain that section will not be necessiry, 
examination by vagina must be avoided. 

Regarding placenta previa, implantation of the 
central or near-central type is a proper indication 
for abdominal delivery. Even though the child be 
dead or non-viable, if the cervix is undilated, most 
authors believe section is justified on the mother’s 
account, because the danger of fatal hemorrhage 
through vaginal delivery is too great. This is the 
one condition where the old high incision of class- 
ical type is still indicated; here it is needed to avoid 
incision through the placental site. 

For previas of the lateral or marginal type, the 
better way is to control hemorrhage during dilata- 
tion by bag or gauze packing. This is usually sate 
and satisfactory. The common mistake made with 
cases of placenta previa is our failure to appreciate 
the meaning of that first slight painless blood. We 
do not grasp its significance; we leave her in her 
bed at home; we temporize, and hope, until the big 
hemorrhage begins,—as it is bound to do. That 
delay has cost many lives. 

Premature separation of the placenta is also a 
proper indication for section, especially when the 
cervix is not quickly dilatable. This is a very dan- 
gerous obstetrical complication; the mortality rate is 
around 50 per cent; operation must be done quickly, 
otherwise the patient dies of internal hemorrhage. 
In addition to cesarean, hysterectomy is commonly 
needed, because the uterine wall has been so dam- 
aged that there is much danger of post-partum bleed- 
ing, atony, and sepsis. 

Cesarean in eclampsia, in the majority of cases, 
is not good treatment. I appreciate the argument of 
those who contend that, since the condition is some- 
how due to pregnancy, relief must be sought through 
speedy delivery. But there is another side to the 
proposition; these highly toxic mothers, with dam- 
aged kidneys, damaged liver, with metabolic pro- 
cesses deranged, and resistance lowered, are bad op- 
erative risks, even under local or spinal anesthesia. 
The child, too, is likely to be so premature or toxic 


that its chances are not good. Where the mother is 
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moribund and the child still alive, section might oc- 
ca-ionally be justified in an effort to save the baby. 
But for the ordinary patient who has had one or 
more convulsions, the logical treatment is that aimed 
at the mother’s toxaemia direct. We now have ef- 
fective conservative treatment, in phlebotomy, in 
glucose, magnesium sulphate, and sodium amytal 
intravenously, in morphine, and through elimina- 
tion. As a rule, through these measures, control 
of the convulsions is soon gained. And clinics every- 
where have shown that the mortality rate by con- 
Newell, of Bos- 
ton, Peterson, of Detroit, Brodhead, of New York, 


servative treatment is much lower. 


and others, give the death rate for cesarean in 
eclampsia as between 25 and 35 per cent; Stroganoff, 
in 1930, reported 5,000 cases of eclampsia treated 
conservatively with a mortality rate of only 10%. 
per cent, and clinics in this country show similarly 
improved rates under modified Stroganoff treatment. 
In the last Journal of Obstetrics and Gynecology 
(January, 1934), Binder of Jersey City in testing 
a modified radical treatment against conservative 
treatment over a period of five years, reports mor- 
tality rates of 17.7 per cent and 7.7 per cent for 
the two methods. Here is an improvement of more 
than 50 per cent, even though the radical treatment 
was only mildly radical, and up-to-date and ap- 
proved methods were used in both series. The con- 
servative treatment of eclampsia seems to win out 
over the radical in all tests. Consequently, cesarean 
in eclampsia has really passed out of date and is 
no longer recommended. 

For cardiac lesions, with actual or threatening 
decompensation, cesarean under infiltration or spinal 
anesthesia offers probably the safest and best method 
of delivery. 

The elderly primipara, who is anxious for a live 
baby, is not necessarily a candidate for this opera- 
tion. Observation has shown that this bugbear of 
rigid cervix at forty years is not so constant nor as 
troublesome as we believed. 

Fibroids and cysts are frequently a proper indi- 
cation for section. When situated low, they may 
make delivery by the natural route a physical im- 
possibility. Occasionally, too, section may be justi- 
fied to save good perineal and cervical repair in a 
multipara with a history of difficult labors. 

“Once a cesarean, always a cesarean’ is an old 


aphorism no longer accepted. The decision rests 


MepicaAL MoNnTHLY 301 


upon the presence or absence of the former indica- 
tions, the condition of the scar, and whether or not 
it seems to have healed by primary union. An in- 
cision that had any degree of infection in it, is not 
to be trusted. But those patients having good scars 
may be allowed normal labor, under close observa- 
tion and preparedness. 

In general, for a patient to be classed as favor- 
able for section, three conditions must be fulfilled: 

1. The vaginal tract must be free of active in- 
fection. 

2. There must have been no vaginal examination 
made—at least without full surgical precautions, 
and no attempt at delivery. 

3. The mother must not be exhausted. 

What are the advantages of the low operation? 
Lower mortality and morbidity rates, by reason of 
the following: 

1. There is less danger of infection and perito- 
nitis. The lower segment of the uterus seems more 
resistant to infection; and, in case it does occur, 
the chances of limiting its spread and draining it are 
much better. 

2. This safety permits a test of labor in the 
border-line cases, an important consideration. 

3. In case hysterectomy, or other additional pel- 
vic work, is necessary, no extension of the incision is 
required. 

4. A scar in the lower segment is much less 
likely to rupture in subsequent labor than one in 
the upper contractile portion. 

5. Fewer and less troublesome adhesions form. 
The sutured wound is at rest, because, being in the 
lower segment, it is less disturbed by the recurring 
after-pains. 

Dr. DeLee has worked out with exactness a very 
fine technic for this low operation, as his slides 
will presently show. 

Other mer have developed modifications aimed to 
exclude infection. For instance, Hirst unites the 
visceral and parietal peritoneum before opening the 
uterus, thus closing off the peritoneal cavity. But 
the real extra-peritoneal operations, where the peri- 
toneum was dissected upward from below and not 
opened, have been mostly dropped as being tech- 
nically difficult and impractical. 

For the case that is undoubtedly infected, cesarean 
should be followed by hysterectomy. Occasionally 
we are called in emergency for consultation in a case 








302 VircGINtIa MepicaL MoNntTHLY 


of severe dystocia: perhaps the attending physician 
had never seen the patient before, and, not having 
had an opportunity to examine her properly and 
study her condition, he had made effort to deliver 
her before we were called. We find a pronounced 
disproportion, one that makes vaginal delivery im- 
possible except by a crushing operation. For a case 
of that type, when it is felt that delivery must be by 
section, the operation should be followed imme- 
diately by hysterectomy, all possible safeguards be- 
ing employed to protect the peritoneum. 

My personal experience with cesarean, though 
small, has been rather gratifying. In a small city, 
where the hard and complicated cases were referred, 
among 1,317 deliveries there were thirty-four ab- 
dominal sections, an incidence of 2.6 per cent. This 
incidence compares favorably with that of the large 
clinics. 

The thirty-four sections were done on thirty pa- 
tients, four being sectioned a second time. 

Twenty of the thirty-four were elective operations, 
therefore done at the most favorable time. 

Seven were cases referred in emergency. 

None of the mothers died. 

Five of the thirty-four babies were lost, as follows: 

One by ruptured uterus. Two in cases of placenta 
previa where the baby was known to be dead be- 
fore the operation started, and two were premature 
by two months or more. 

The classical or high operation was done seven 
times, among the early cases. More recently, in 
every case where the uterus is to be preserved, with 
the one exception of placenta previa, the low opera- 
tion has been adopted. 

Of the twenty-nine live babies, eighteen were suc- 
cessfully nursed by their mothers. 

In conclusion, three thoughts suggest themselves: 

1. I commend to you the use of the low, in place 
of the old classical operation wherever possible, as 
giving a lower mortality and a lower morbidity. 

2. Let us drop forever the idea that cesarean 

section is mainly a procedure of last resort for 
obstetrical emergencies. This is not its field of 
greatest usefulness. 
3. Let us fix in our minds this truth,—that th 
proper utilization of cesarean section depends, like 
most other acceptable work in obstetrics, upon pre- 
natal care and study, as its prime requisite. 


500 Wainwright Bldg. 
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Public Health Statistics 


I. C. Riccrn, M. D. 


Health Commissioner of Virginia 


The communicable disease report received at the 
office of Dr. G. F. McGinnes, State Epidemiologist, 
during June, 1934, showed the following cases: 
Typhoid and Paratyphoid Fever, 54; Diphtheria, 
38; Scarlet Fever, 69; Measles, 3,670; Meningitis, 
11; Poliomyelitis, 3; Rocky Mountain Spotted Fever, 
7. 

Typhoid and Paratyphoid Fever was reported 
from the following counties: Accomac, 1; Amelia, 
2; Bedford, 2; Brunswick, 1; Caroline, 2; Carroll, 
1; Chesterfield, 1; Craig, 1; Elizabeth City, 4: 
Fairfax, 1; Grayson, 1; Greenesville, 1; Henrico, 
2; Lancaster, 1; Lee, 1; Middlesex, 1; Norfolk, 2; 
Russell, 2; Scott, 2; Smyth, 1; Southampton, 1; 
Tazewell, 2; Warwick, 1; Lynchburg City, 1; New- 
port News, 6; Norfolk City, 2; Portsmouth City, 
1; Richmond City, 7; Roanoke City, 3. 

Epidemic Meningitis was reported from: Albe- 
marle, 2; Dickenson, 1; Tazewell, 1; Wise, 1; Nor- 
folk City, 5; Richmond City, 1. 

Rocky Mountain Spotted Fever was reported from 
the following counties: Albemarle, 1; Fairfax, 
Greenesville, 1; Madison, 1; Orange, 1. 

The cases of diphtheria were scattered in twenty- 
one counties and six cities. 

Scarlet Fever cases were reported from twenty-four 
counties and seven cities. 

The cases of measles were scattered in eighty- 
seven counties and eight cities. 

SUMMER Rounp-UP: Reports from the field in- 
dicate that there will be a large increase in the 


number of children entering school for the first time 


next fall who have been examined this summer by 
their family physician. 

This program is sponsored jointly by the Medical 
Society of Virginia, the school officials, the State 
Parent-Teachers’ Association, and the State Depart- 
ment of Health. 

The aim is not only to have every child entering 
school physically fit to do his work, but to strive to 
place his health supervision in the hands of the 
family physician where it belongs. 

Physicians engaged in this work are asked to 
make any constructive criticism of the plan to Dr. 
W. P. Jackson, Chairman of the Child Welfare Com- 
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m ttee of the Medical Society of Virginia, Roanoke, 
Virginia, or to Dr. B. B. Bagby, Director, Bureau 
Cnild Health, State Department of Health, Rich- 
mond, Virginia. 
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Woman’s Auxiliary to the A. M. A. 
The twelfth the 
Auxiliary to the American Medical Association met 


annual session of Woman's 
in Cleveland, Ohio, June 11th to 14th, inclusive, 
with headquarters at Hotel Carter. Approximately 
795 women, including 329 from Cleveland and 203 


All 


meetings were held at Hotel Carter, with Mrs. James 


guests, were registered by noon of June 13th. 


Blake, the gracious president of the Auxiliary, pre- 
siding. The first general meeting met Tuesday, 
June 12th, at 9:00 A. M. and the invocation was 
offered by Dr. Herman A. Clair, pastor of the Old 
Church. Mrs. Clyde L. 


the president of the State Medical Society of Ohio 


Stone Cummer, wife of 
and general chairman of Committee on Entertain- 
ment of Women Guests, brought greetings from her 
committee. During the several meetings held, in- 
teresting reports of work accomplished during the 
past year were made by the chairmen of the stand- 
the State 
Auxiliaries. The addresses by Dr. Junius B. Harris, 
of California, and Dr. W. W. 
were much enjoyed and appreciated. 
dent, Mrs. Robert Tomlinson, Wilmington, Del., 


ing committees and the presidents of 


Bauer, of Chicago, 


The new presi- 


was very charmingly introduced by Mrs. Blake and 
An 


interesting part of this installation was the presen- 


presented with gavel and the president’s pin. 


tation to Mrs. Tomlinson of a beautiful basket of 
flowers sent by the State Medical Society of Dela- 
The other new officers of the Auxiliary are 
President-elect, Mrs. Rogers N. Her- 


ware. 
as follows: 
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bert, Nashville, Tenn.; vice-presidents, Mrs. Rollo 
K. Packard, Chicago, Ill.; Mrs. Otis F. Lamson, 
Seattle, Wash.; Mrs. J. Bonar White, Atlanta, Ga., 
and Mrs. Wm. Lett Harris, Norfolk, Va.; secretary, 
Mrs. Elmer S. Whitney, Detroit, Mich.; treasurer, 


Mrs. Eben J. Carey, Milwaukee, Wis.; 


and mem- 
A. Herold, 
Shreveport, La.; Mrs. F. N. Scatena, Sacramento, 
Calif, and Mrs. M. L. Stevens, Asheville, N. C 


The Entertainment Committee extended a 


bers of Board of Directors, Mrs. A. 


genuine 
and most cordial welcome to the visiting women at 
the Convention, and many and varied were the de- 
lightful entertainments given in our honor. ‘The first 
Breakfast at the Hotel 

12th, Mrs. 
Southgate Leigh, Mrs. James Blake and Mrs. Robert 


of these was the Southern 


Carter on Tuesday, June honoring 


This proved to be a most enjoyable 
On 


Tomlinson. 
affair, abounding in true Southern hospitality. 
the same day a luncheon was held at the beautiful 
Lake Shore Hotel, with a special treat for the ladies 
in the form of a fashion show, put on by one of 


Cleveland’s leading Department Stores. Following 
fo] 


luncheon, tables were arranged for bridge on the 
terrace overlooking Lake Erie. 

On Wednesday, June 13th, the Woman’s Auxiliary 
Luncheon was held at the Hotel Carter. This was 
the regular Auxiliary Luncheon, an affair held an- 
nually, and eagerly anticipated by the women guests. 
That evening a Musicale and informal reception 
was held at the Allen Memorial Medical Library, 
which is the home of the Academy of Medicine of 
Cleveland. 

On Thursday, June 14th, a luncheon was given 
at the Cleveland Country Club. A second style 
show was put on at this time, the mannequins 
Af- 


ter luncheon the ladies were taken in cars to view 


promenading around the Club swimming pool. 


the beautiful gardens of Mr. and Mrs. Francis 
Prentiss. At seven o’clock that evening a “Bring- 
Your-Husband-Dinner” was held at Hotel Carter, 
and was followed by the President’s Reception and 
Grand Ball, which took place in the spacious ball- 
room of the Hotel Cleveland. 

On Friday, June 15th, the final day of the Con- 
vention, the Annual Golf Tournament was held at 
the Westwood Country Club. 


close a round of delightful activities, making the 


This brought to a 


Convention an outstanding success and Cleveland 
a pleasant memory. 
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Alexandria Society Formed. 

The Woman’s Auxiliary to the Alexandria Medi- 
cal Society has recently been organized, and Mrs. 
Llewellyn Powell has been named:as its first presi- 
dent. Mrs. H. A. Hornthal is secretary. Their 
first work will be to extend their membership by 
an active campaign. 

Mrs. George T. Klipstein has been made chair- 
man of the Ladies’ Entertainment Committee for 
the annual meeting in October. 





Truth About Medicine 


In addition to the articles previously enumerated, the 
following have been accepted by the Council on Pharm- 
ary and Chemistry of the A. M. A.: 


Bilhuber-Knoll Corporation 
Dilaudid 
Ampules Solution Dilaudid, 2 mg. (1/32 grain, 
et 
Hypodermic Tablets Dilaudid, 2 mg. (1/32 grain) 
Hypodermic Tablets Dilaudid, 3.2 mg. (1/20 grain) 
Hypodermic Tablets Dilaudid, + mg. (1/16 grain) 
Tablets Dilaudid, 2.5 mg. (1/24 grain) 
H. E. Dubin Laboratories, Inc. 
Aminophyllin—Dubin 
Ampules Solution Aminophyllin—Dubin, 0.24 Gm., 
10 c.c. 
Ampules Solution Aminophyllin—Dubin, 0.48 Gm., 
a ¢&. 
Suppositories Aminophyllin—Dubin, 0.36 Gm. 
Tablets Aminophyllin—Dubin, 0.1 Gm. 
Gilliland Laboratories, Inc. 
Diphtheria Toxoid, Alum Precipitated (Refined) 
Schering & Glatz, Inc. 
Medinal 
Medinal Tablets, 5 grs. 
Medinal Suppositories, 10 grs. 
Frederick Stearns & Co. 
Neo-Synephrin Hydrochloride 
Solution Neo-Synephrin Hydrochloride, 0.25 per cent 
Solution Neo-Synephrin Hydrochloride, 1 per cent 
Winthrop Chemical Co., Inc. 
Chiniofon—Winthrop 
Tablets Chiniofon—Winthrop, 0.25 Gm. (4 grains) 


The following product has been accepted for inclusion 
in the List of Articles and Brands Accepted by the Coun- 
cil But Not Described in N. N. R. (New and Non- 
official Remedies, 1934, p. 443): 


Cheplin Biological Laboratories, Inc. 
Cheplin’s Epinephrine Hydrochloride Solution 1:1000 
Ampules, 1 c.c. 
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PROPAGANDA FOR REFORM 
Alpha-Dinitrophenol—A Metabolic Stimulant—A year 
has elapsed 


since alpha-dinitrophenol was introduc < 
into therapeutics as a metabolic stimulant by Taint-r 
and his collaborators of the Stanford University. C 

sidering the potency of the drug, few untoward resu ts 
or accidents have been reported. The only definite sid-- 
action from the therapeutic use of the drug is a skin 
rash, which occurs in about one out of every fifteen cases. 
The rash is uncomfortable for a few days and then dis- 
appears without sequelae. There have been no delete- 
rious effects observed so far on the kidneys, but rather 
the contrary. Likewise the liver appears not to be dam- 
aged. The introduction of dinitrophenol into therapeu- 
tics has aroused widespread interest in metabolic stimu- 
lants in general, and in substitutes for this drug, in par- 
ticular. Already certain British workers are proceeding 
to test the therapeutic actions of a related cresol. No 
information is at hand on the frequency of undesirable 
effects from this cresol, nor is its clinical toxicity or 
efficiency established. Therefore the dinitrocresol is still 
in the experimental stage and not ready for general 
therapeutic use. In contrast, the past year’s experience 
with dinitrophenol has shown it apparently to be a rela- 
tively safe and reliable metabolic stimulant with which 
This 
does not mean that dinitrophenol should be given to 


the practitioner may obtain therapeutic results. 
every obese patient. In those cases in which diet has 
failed and thyroid is either not needed or not tolerated, 
dinitrophenol may be used with good prospects of bene- 
fit. However, this agent must be used only under care- 
fully controlled conditions and with due regard for the 
possibility that more extensive use may bring to light 
as yet unsuspected toxic effect. (Jour. A. M. A., Febru- 
ary 17, 1934, p. 542.) 


ACCEPTED DEVICES FOR PHYSICAL THERAPY 


The following product has been accepted by the Coun- 
cil on Physical Therapy of the American Medical Asso- 
ciation for inclusion in its list of accepted devices for 
physical therapy: 

Aloe Cold Ray Quartz Ultraviolet Lamp.—This unit 
consists mainly of a step-up transformer, an automatic 
time switch, a body grip lamp or an orificial unit both 
made of transparent tubing and filled with inert gases, in- 
cluding a drop or so of mercury. The lamp is of the 
low pressure mercury vapor type. The physical and elec- 
trical properties of this lamp were investigated and found 
to be in agreement with the manufacturer’s claim, and 
from the standpoint of ultraviolet output the lamp com- 
The 


therapeutic claims recorded are also in agreement with 


plies with the Council’s acceptance qualifications. 


the Council’s regulations in the advertising of ultraviolet 
generators. A. S. Aloe Company, St. Louis, Mo. (Jour. 
A. M. A., April 28, 1934, p. 1382). 
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Editorial 











The Luminous Lady of Pirano. 

We are indebted to Dr. E. C. L. Miller, Librarian 
of the Medical College of Virginia, for an interest- 
ing communication. Dr. Miller writes: 


The newspapers have carried some accounts of the 
luminous lady of Pirano, but little of a scientific and 
reliable nature has appeared. In a letter from Italy in 
the July 8 issue of the Deutsche medizinische Wochen- 
schrift, there is a short account of the work going on 
there with her. 

It seems that she is now in a neurological clinic in 
Rome and under the supervision of a commission of the 
Dr. Protti, of Padua, with five 
made an_ all-night the 
They not only saw the light 


Academy of Science. 
physicians _ recently vigil with 
case to observe the light. 
but obtained photographic records of it. 
equipped with the 


electrocardiograph; a photoelectric cell connected through 


They were 


following instruments: a_ portable 


a 35-volt anode battery with a needle galvanometer 
that was sensitive to one ten-millionth of an ampere; 
a Geitel electroscope to detect stray electric currents 


or radioactivity in or near the body of the woman, and 
a moving picture camera with an especially sensitive 
film. 

To isolate the 
rents, she was placed in a Faraday chamber and the 
controlled to 


patent from extraneous electric cur- 


whole environment was strictly prevent 
any possible disturbance from hand flash-lights or other 
devices. 

Heretofore the light has been observed only from the 
breast and head and to determine whether light might 
appear from other parts of the body, the patient agreed 
to sleep entirely naked. 

At 10:30 P. M., April 11, 1934, while in deep sleep 


the patient began to moan and soon the light appeared. 


The moving picture camera was started and when the 
light ceased the film was immediately placed in a lead 
box for safety and taken away for development. Fifty- 
four of the frames showed the light; the length of ex- 
posure varying from 3/10 to 6/10 of a second. 

During the time that the light appeared, the pulse- 
rate rose from 70 to 140 and the respiration-rate from 
24 to 48 and this was followed by a period of depres- 
sion. The electrocardiograph and the other instruments 
showed no special disturbances. 

The woman, Mrs. Anna Morano, is the wife of an 
Istrian fisherman; she is 42 years old, the mother of 
twelve living sons, and she has had four miscarriages. 
She was married at the age of 16 and seems to be in 
health 


asthma, which can be avoided by sleeping in the open 


normal except for attacks of possibly allergic 
or by accompanying her husband on his fishing trips. It 
is expected that the Commission will later make a de- 
tailed report; at present there is no satisfactory theory 


to account for the appearance of the light. 


Bioluminescence is a phenomenon common to no 
less than forty different orders of animals. Certain 
bacteria, protozoa, crustacea, worms and fish are 
known to possess this astonishing faculty. Slow 
oxidation of material within the organism usually 
produces the light. The phosphorescence of the sea, 
as is well known, is due to luminous protozoa, the 
luminescence of wood to certain fungi. Luminous 
animals may owe their ability to produce light to 
symbiotic luminous bacteria. The light of the candle 
fly is explained in this way. Is the luminous lady 
described by Dr. Miller the host of such bacteria? 
Are there certain slow oxidative processes going on 
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in her body capable of producing light? Has she 
unwittingly ingested radium and become a resposi- 
tory of this luminous substance, or are we dealing 
with one of those mysterious physical phenomena 
which seem to controvert the laws of nature and for 
the solution of which the Society of Psychical Re- 
search was founded as far back as 1882? 


The A. C. S. and the A. M. A. 

The American College of Surgeons affirming its 
interest in measures directed at a better medical 
service for the American people declared on June 
10, 1934, that “it is the duty of the medical pro- 
fession to assume leadership in this movement and 
take control of all measures directed to this end...” 
and that “encouragement should be given to the trial 
of new methods of practice designed to meet these 
needs... .” More specifically it asserted “that the 
periodic pre-payment plan providing for the cost of 
medical care of illness and injury of individuals 
and families of moderate means offers a reasonable 
expectation of providing them with more effective 
measures of securing adequate medical service.” It 
went so far as to suggest “that plans for the pay- 
ment of hospitalization alone without provision for 
payment of medical service, may be considered the 
first objective to be undertaken in the average com- 
munity.” 

No one who has read the report of the Medical 
Service Board of the College of Surgeons to the 
Board of Regents could by any stretch of the imag- 
ination call it, in the light of present happenings, a 
radical or particular bold pronouncement. Never- 
theless, it precipitated the very next day an angry 
resolution before the House of Delegates of the 
American Medical Association meeting at Cleveland: 
“Whereas, the Board of Regents of the American 
College of Surgeons, assembled in Chicago on Sun- 
day, May 10th, promulgated a policy including a 
prepayment plan for medical care, restricted to the 
hospitals approved by the American College of Sur- 
geons, to members of the staffs of such hospitals, 
and to physicians acceptable to such staffs. 
Resolved, That the House of Delegates of the Amer- 
ican Medical Association express its condemnation 
of such tactics and of this attempt of the Board of 
Regents of the American College of Surgeons to 
dominate and control the nature of medical prac- 
tice to the detriment of professional ideals and the 
welfare of the public.” 
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Considerable pressure was brought to bear up.n 
the American Medical Association to bring it out 
into the open with a constructive program. Thie 
Michigan State Medical Society submitted the fol- 
lowing resolution: ‘Whereas, there is substantia] 
evidence that powerful forces and agencies are work- 
ing toward the development of health insurance in 
the United States and... . 

“Whereas the report of the Commission (sent to 
England by the Michigan State Medical Society to 
investigate health insurance) raises certain grave 
questions concerning the policy of the officials of the 
American Medical Association toward health insur- 
ance and the effects of this policy on the practising 
membership of the Association, . . . resolved: 

“That in order to avert a repetition in the United 
States of the disastrous consequences that attended 
the adoption of health insurance in England, the 
Speaker of the House of Delegates of the American 
Medical Association appoint a committee to investi- 
gate and consider the policy of the Association to- 
ward health insurance and present a report to the 
House of Delegates.” 

The Medical Society of New Jersey declared ‘‘rela- 
tive to the crisis of organized medicine” that ‘the 
parent body of organized medicine, the American 
Medical Association” should immediately assume 
“the leadership to meet the greatest threat that has 
ever been made to American medicine, to-wit, the 
menace of controlled medicine by the state.” Its 
degelates were instructed “to use their best efforts 
to the end that a plan . . . to meet this emergency 
be forthwith promulgated through the channels of 
the American Medical Association.” 

After hearing these resolutions the House of Dele- 
gates on June 12th adopted the report of its Special 
Committee which after reviewing to its own satis- 
faction the policies and conduct of the Association 
up to the present moment put into the hands of 
the delegates a pamphlet entitled “Sickness Insur- 


? 


ance Problems in the United States” and calmly 
declared that it “does not recommend any plan but 
has abstracted from the pamphlet the following prin- 
ciples and suggests that they be followed by all 
constituent bodies of the American Medical Asso- 
ciation as bases for the conduct of any social ex- 
periments that may be contemplated by them.” 

It will be another year before the American Med- 
ical Association in convention assembled has an op- 


ti 
th 
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portunity to take a more definitive stand. By that 
time the President of the United States probably 
will have given to the people of this country some 
type of social insurance, including old age pensions 
and unemployment benefits. It is to be hoped that 
organized medicine in this country will then know 
its mind well enough to be able to play a construc- 
tive part in this new and challenging field, especially 
in the origination of hospital and health insurance 
which are logical bi-products of future social legis- 
lation in this country. 

In a few weeks the Medical Society of Virginia 
will have another opportunity to declare its posi- 
Will it take its stand by 


the side of such progressive states as Michigan and 


tion on these questions. 


New Jersey? 


A New Health Commissioner. 

In 1871 the Virginia Assembly yielded half- 
heartedly to the urgent pleas of the Medical So- 
ciety of Virginia and created a State Board of 
Health. The members of the first Board were 
obliged to defray their own expenses, the Legisla- 
ture having made no provision to finance their 
work. In spite of all the Medical Society could do 
it was 1893 before the State made its first monetary 
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contribution to public health. It took a threatened 
epidemic of cholera in that year to bring public 
opinion to its aid. 

With pardonable pride the medical profession of 
Virginia has watched the rapid expansion within 
recent years of the activities of this Board, now one 
of the most important arms of the State govern- 
ment. With keen concern it learns that one Health 
Commissioner has laid down the duties of office for 
another to take them up. The Department has so 
far been headed by men of large calibre. The Medi- 
cal Society of Virginia is expecting equally fine 
things of the recently appointed incumbent, Dr, I. 
C. Riggin. Mr. Commissioner, the eyes of the medi- 


cal profession are upon you. 


An Honor Comes to Virginia. 

The American Association of Genito-Urinary 
Surgeons is a select body of specialists. To become 
a member of it is an honor coveted by many in this 
country. To be made president of the organization 
is, of course, an even greater honor. This distinc- 
tion has recently come to Dr. Robert C. Bryan, 
of Richmond. He has the warmest congratulations 


of his many friends. 








Department of Clinical Education 
of the 


Medical Society of Virginia 








Last Circuit of Courses in Prenatal and Post- 
natal Care. 

Forty-one physicians enrolled in the first meetings 
of the tenth and last circuit of post-graduate courses 
conducted for the Joint Committee on Prenatal and 
Postnatal Instruction by Dr. Maxwell E. Lapham, 
of Philadelphia, its Field Clinician. Twenty-nine 
of them were present during the opening week, and 
others unavoidably detained are expected to swell 
the attendance in the future. 

Interested members of the Alexandria and Fair- 
fax County societies obtained the approval of their 
organizations and formed groups of members for the 
courses; again in these two instances it was demon- 
strated that an educational program can be most 


effectively organized from within. The physicians 


of Fredericksburg in a meeting called for special 
business, voted permission for the formation of a 
In Cul- 
peper and Orange counties, where no functioning 


class if sufficient interest was manifested. 


medical societies existed, the courses were arranged 
in response to the expressed desire of almost all the 
doctors in the vicinity. 

With these: classes to be completed the middle of 
September the two-and-a-half-year program of the 
In that time 


fifty-five courses will have been completed with a 


Joint Committee will come to a close. 


total membership of more than 630 physicians. 
Fifty-four organized societies and special groups 
have approved this work and every center except one 
in which a class was offered has carried it through. 
Every medical society of sufficient size to justify a 
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course was offered the opportunity, and only four 
failed to take advantage of it: one voted disapproval; 
one resolved to inquire into the demand and noth- 
ing more was heard from it; and two in which the 
officers felt there was little interest did not formally 
act upon the courses. The Joint Committee’s in- 
tensive program in one branch of practice was made 
available to every medical group in the State and 
proved its worth to all except these four in which 
no trial could be arranged. 

The schedule of meetings for the tenth circuit, 


with the committees in charge and enrollments, fol- 
lows: 
ALEXANDRIA: The class meets on Mondays, be- 


ginning July 9th, at 3:15 P. M., in Alexandria Hos- 
Local committee in charge of membership 


Dr. H. A. Latane. Enroll- 
H. A. Latane, J. W. 


pital. 
and clinical material: 
ments: Drs. W. H. Janney, 
Love, S. B. Moore, Llewellyn Powell, C. W. Shaffer, 
W. C. Welburn, W. C. West, and W. B. Wilkins. 
Drs. J. B. Anderson and Stewart McBryde. 

FatrraAx: The class meets on Tuesdays, 
ning July 10th, at 2 P. M., in the Court House. 
Local committee in charge of membership and clini- 


Visitors: 
begin- 


cal estes Drs. W. Caton, Wm. Meyer, and 
A. L. Carson, Jr. Enrollments: Drs. F. I. Bloise, 
A. L. Carson, Jr., W. P. Caton, R. E. Feagans, 
C. F. Kincheloe, Wm. Meyer, Sigmund Newman, 
Alfred Palmer, B. F. Phillips, Jessie T. Scott, and 
E. C. Shull. 

FREDERICKSBURG: The class meets on Wednes- 
days, beginning July 11th, at 4 P. M., in Mary 
Washington Hospital Nurses’ Home. Local com- 


mittee in charge of membership and clinical ma- 
Drs. T. B. Payne and J. E. Cole. Enroll- 
Drs. E. C. Cobb, J. E. Cole, G. B. Harri- 
B. Payne, and E. R. Ware. 
The class meets on 
ginning July 12th, at 4 P. M., 
Building. Local committee in charge of member- 
ship and clinical materials: Drs. J. L. Stringfellow 


terial: 

ments: 
son, T. 
be- 


CULPEPER: Thursdays, 


in the Municipal 
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and O. K. Burnette. Enrollments: Drs. J. 
Boldridge, J. G. Brown, O. K. Burnette, Granvi! 
Eastham, D. W. Kelly, W. S. Quaintance, a: 
J. L. Stringfellow. 

ORANGE: The class meets on Fridays, 
July 13th, at 3 P. M., in the Presbyterian Sunda 


beginning 


School. Local committee in charge of membership 
and clinical materials: Drs. Lewis Holladay an 
G. R. Elliott. Enrollments: Drs. C. H. Cain, H 


S. Daniel, G. R. Elliott, N. P. Fitts, J. P. Hankins 
Lewis Holladay, W. C. Mason, H. C. McCoy, F 
B. Pendleton, and R. M. Shelton. 
Ninth Circuit Makes Best Record of At- 
tendance 
The circuit of courses in the Northern Valley was 
restricted to a compact area, a favorable condition 
which was doubtless partly responsible for the ex- 
the high- 
The enrollment was smaller than 
in the 
have been favored also by a high degree 


cellent attendance record of the members, 


est yet achieved. 


any previous circuit; attendance rate ma 


sele ( 


inasmuch as it was the first group of courses 


of 
tion, 
outside of a few urban areas which failed to at 
tract into membership at least half the physicians 
in the obstetrics and 


The 


without 


who were active practice of 
reasonably accessible to the places of meetings. 
proportion of faithful 


break was unusually large, 


the who attended 


nearly one-third the en- 
tire group. 
The summary of enrollments and attendance for 


the circuit is as follows: 


Membership Visitors Attendance 
No: Present No. Present Aver. Per Cent 
Harrisonburg 8 61 9 18 738 76.3 
Luray _- . 6 45 2 3 4.8 75.0 
Front Royal __ 7 59 5 23 8.2 84.3 
Woodstock _ + 37 6 il 4.8 92.5 
Winchester 11 84+ 6 6 9.0 76.4 
36 286 28 61 34.6 79.4 
GeEoRGE W. EvTSLER, 


Secretary Joint Committee, 
Executive Secretary, Depariment 
of Clinical Education. 





Proceedings 





of Societies 





The Fauquier County Medical Society 

Met at the home of Dr. J. E. Knight, Warrenton, 
June 19th. Drs. Knight and M. B. Hiden were 
hosts for this meeting. 


The following officers were elected: President of 
the Society and chief of staff of the Fauquier County 
Hospital, Dr. Walter Gordon Trow, Warrenton; 


vice-presidents and assistants chiefs of staff, Drs. 





nt 
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njamin Phillips, Quantico, and J. Frank Folk, 
\Varrenton; and secretary-treasurer, Dr. Martin B. 
Hiden, Warrenton (re-elected). Delegate and alter- 
nate to the State Society were also named at this 
time. 

Mr. George W. Eutsler, University, secretary of 
he Committee on Pre-Natal and Post-Natal In- 
truction of the State Society, told of the work of 


s - 


his committee. However, this question was tabled 


and the president authorized to appoint a com- 


nittee to investigate this subject further. 

The following subjects were then presented: 
“Birth Control,” by Dr. George H. Davis, Warren- 
ton; and “The Federal Emergency Relief Adminis- 
tration and the Doctors,” by Drs. Stewart McBryde, 
Manassas, and Charles B. Martin, Nokesville. 

The Society went on record as indorsing birth 
control or the proper spacing of children whenever 
the family physician considers such action to the 
best interest of the mother or her offspring and to 
society in general. 

The Society then adjourned for supper served 
by Dr. and Mrs. Knight. 


The Patrick-Henry Medical Society 


Held its regular quarterly meeting on July 5th, 


at Martinsville, Va. Dr. M. A. Johnson, Jr., of 
Roanoke, was the invited guest for the evening. 

Delegates and alternates to the State Scciety meet- 
ing were named at this time. 

A resolution was passed that this Society would 
go on record as opposed to the admission of pa- 
tients to our State Institutions for medical and sur- 
gical care without a letter of introduction from their 
family physician and a statement of the fact that 
they are unable to pay for such care. 

The Society decided to take no action on the 
scale of fees suggested by the Medical Advisory 
Board of the F. E. R. A., for those cases on the 
Federal Relief rolls. 

A banquet, served at the Broad Street Hotel, pre- 
ceding the meeting, was enjoyed by all. 

C. R. Titus, Secretary. 


Amelia County Medical Society. 

At a meeting of this Society held at Amelia Court 
House on July 10th, the following officers were 
elected: President, Dr. J. M. Habel, Jetersville, 
and vice-president and secretary-treasurer, Dr. J. L. 
Hamner, Mannboro. Delegate and alternate to the 
Alexandria meeting of the State Society were also 
elected at this time. 





News 





Notes 








Virginia State Board of Medical Examiners. 

There were only three failures out of the large 
number of applicants before the June meeting of 
the Virginia State Board of Medical Examiners. 
The following received certificates to practice medi- 
cine in Virginia: 

Dr. Alfred Abramson, Alexandria, Va. 

Dr. Robert Syer Barrett, Smithfield, Va. 

Dr. Robley Dunglison Bates, Jr.. Newtown, Va. 

Dr. Chester Markel Becker, Columbia, Pa. 

Dr. George Simmerman Bourne, Wytheville, Va. 

Dr. John Newton Bowden, Red Hill, Va. 

Dr. Leland Coffey Brown, Hinton, W. Va. 

Dr. Harry Paul Browning, University, Va. 

Dr. William A. Brumfield, Jr., Halifax County, Va. 

Dr. William Fielding Bryce, Jr., Richmond, Va. 

Dr. Clarence Ivanhoe Butte, Jr., Matoaka, W. Va. 

Dr. Charles Lorraine Cabell, Richmond, Va. 

Dr. George Robert Carpenter, Brookneal, Va. 


Dr. Richard Reading Chamberlain, Maplewood, N. J. 
Dr. Clarence Conway Chewning, Jr., Chilesburg, Va. 


Dr. Franklin Harry Cohen, Norfolk, Va. 


Dr. Walter Franklin Cole, Newport News, Va. 
Dr. William Clark Cooper, Langley Field, Va. 
Dr. Joseph Edwin Cox, Waynesboro, Va. 

Dr. Virgil Jefferson Cox, Peach Bottom, Va. 

Dr. James Dean Cregar, Pulaski, Va. 

Dr. Charles Fallon Davis, Jr., Roanoke, Va. 

Dr. Richard Earle deButts, Upperville, Va. 

Dr. William Frederic Delp, Rural Retreat, Va. 
Dr. Charles Prengrey Dickerman, Chicago, III. 
Dr. Julian Booth Doss, Penhook, Va. 

Dr. Maurice Britton King Edmead, St. Kitts, B. W. I. 
Dr. William Clegg Eversole, University, Va. 

Dr. George Taylor Flesher, Ravenswood, W. Va. 
Dr. Mildred Brynberg Forman, Elsmere, Del. 

Dr. Major Schuessler Foster, Roanoke, Ala. 

Dr. Joseph Edward Gladstone, Jr., Exmore, Va. 
Dr. Harry Lewis Glass, Carteret, N. J. 

Dr. Howard Clark Glover, Newman, Ga. 

Dr. Noble Maxwell Goodloe, Staunton, Va. 

Dr. Franklin Heywood Goodwin, Clifton Forge, Va. 
Dr. James Harrison Gordon, Richmond, Va. 

Dr. Milford Martin Greenbaum, New York, N. Y. 
Dr. Walter Douglas Hankins, Johnson City, Tenn. 








Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
. Reynold Clinton Siersema, New York, N. Y. 


VIRGINIA MEDICAL 


Cecil Curtis Hatfield, Saltville, Va. 

George Alfred Hess, Bridgewater, Va. 
William Rollan Hill, Statesville, N. C. 
Edward M. Holmes, Norfolk, Va. 

Horace Dunbar Hoskins, Saluda, Va. 

Clara Lucille Hoye, Louisa, Va. 

Grey Carlton Hughes, Axton, Va. 

Joseph Leigh Hundley, Callands, Va. 

John Omohundro Hurt, Roanoke, Va. 
William Riley Hutchinson, Boomer, W. Va. 
John Leonard Jennings, Jr., Danville, Va. 
William Allen Johns, Farmville, Va. 

Walter Winston Johnson, Jr., Covington, Va. 
Brock Darden Jones, Jr., Holland, Va. 
Frank Woodson Jones, Oak Hill, W. Va. 
George Louis Jones, Ridgeway, Va. 

James Paul Kent, Wirtz, Va. 

William Virginius King, Jr., Thornhill, Va. 
Israel Maurice Kruger, Norfolk, Va. 

Jasper Herman Lamm, Lucama, N. C. 

James F. Lane, Charlottesville, Va. 

Vincent Edward Lascara, Norfolk, Va. 
Armando Joseph Lauritano, New York, N. Y. 
Lewis Littlepage, Jr., Norfolk, Va. 

William Samuel Lloyd, Bumpass, Va. 
Luther Burton Lowe, Roanoke, Va. 

George Winford McCall, Richlands, Va. 
Lewis Walke MclIlhany, University, Va. 
Arthur Seldon Mann, Jr., Elizabeth City, N. C. 
Richard Campbell Manson, Richmond, Va. 
James Calvin Martin, Roanoke, Va. 

John Robert Massie, Jr., Perkinsville, Va. 
Emmett Carlysle Matthews, Richmond, Va. 
Lemuel Edward Mayo, Jr., Portsmouth, Va. . 
William M. Moir, Roanoke, Va. 

Robert Sterling Montgomery, South Hill, Va. 
Kermit Jackson Moore, Cambria, Va. 
William Perry Moore, Jr., Norfolk, Va. 
Hugh Page Newbill, Norfolk, Va. 

Irwin Matthew Nuckols, Richmond, Va. 
Clyde Garvice O’Brien, Appomattox, Va. 
Philip Wood Oden, Remington, Va. 
Charles Collins Orr, Jr., Asheville, N. C. 
Lawrence James Pace, Harrisonburg, Va. 
Edwin James Palmer, Richmond, Va. 

Roy Glenn Parks, Hopeton, Va. 

Pietro Nicolino Pastore, Bluefield, W. Va. 
Isaac Nathan Patterson, Swedesboro, N. J. 
Thomas Bryant Pope, Drewryville, Va. 
William Ribble Pretlow, Chester, Va. 
William Gilmer Puryear, South Boston, Va. 
George Howard Quillen, Roda, Va. 

George A. Reynolds, Bluefield, Va. 

Chester Loris Riley, Martinsburg, W. Va. 
Chaffee Aldred Scarborough, Franklin, Va. 
Jamie Pleasant Scott, Stone Mountain, Va. 
Mack Irvin Shanholtz, Winchester, Va. 
James Robert Shanklin, Gary, W. Va. 
Jerome Joseph Shapiro, Richmond, Va. 
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Dr. Sam Silver, Richmond, Va. 
Dr. Harry Anthony Smith, Wheeling, W. Va. 
Dr. John Harris Smith, Copper Hill, Va. 
Dr. Richard Henry Smith, Stapleton, N. Y. 
Dr. Eric Gordon Stewart, Trinidad, B. W. I. 
Dr. Harry Benjamin Stone, Jr., Roanoke, Va. 
Dr. William Joshua Sturgis, Jr., Nassawadox, Va. 
Dr. Robert Vaughan Terrell, Richmond, Va. 
Dr. John Hansford Thomas, Jr., Greenville, Va. 
Dr. Frederick Nimrod Thompson, Richmond, Va. 
Dr. Girard Vaden Thompson, Chatham, Va. 
Dr. Elam Cooksie Toone, Jr., Richmond, Va. 
Dr. William Edgar Waddell, Jr., Lexington, Va. 
Dr. Rowland Haldane Walker, Jr., Norfolk, Va. 
Dr. Robert Fletcher Watson, University, Va. 
Dr. Sol Charles Werblow, Newport News, Va. 
Dr. Everett Carlton White, Newport News, Va. 
Dr. John William Whitlock, Charleston, W. Va. 
Dr. Henry Wilson Williams, Washington, D. C. 
Dr. Hudson Mason Wingfield, Ashland, Va. 
Dr. Fletcher Johnston Wright, Jr., Petersburg, Va. 
The 

reciprocity : 
Dr. William Stone Blakeston, St. Mary’s County, Md 
Dr. Vincent Joseph Dardenski, Westfield, Mass. 
Dr. Fred Wells Granger, Brockton, Mass. 
Dr. Benjamin S. Hanna, Baltimore, Md. 
Dr. Francis Newby Mullen, Jr., South Mills, N. C. 
Dr. William Wilson Pierce, Suffolk, Va. 
Dr. John Cheatham Wallace, Bentonia, Mass. 
Dr. Harold Roosevelt Waring, Tyren, Pa. 


Our Alexandria Meeting. 
Time is rapidly approaching for our sxty-fifth 


following were awarded certificates 


annual meeting in Alexandria, the dates for which 
are October 9th, 10th and 11th. 
are much interested and wish this meeting to be a 


The doctors there 


success. We hope our members generally will do 


their part by attending and taking part in the dis- 


cussions. A preliminary program will appear in 
the September issue of the MonTHLY. 
Married. 


Dr. Paige E. Thornhill, Norfolk, 
Marianne E. Avery, Watertown, N. 


Va., and Miss 
Y., June 16th, 
at Towanda, Pa. 

Dr. William J. Ellis, Covington, Va., and Miss 
Bessie Virginia Withrow, Clifton Forge, Va., June 
8th. 

Dr. J. Gordon Rennie and Miss Anne Marie 
Lund, both of Petersburg, Va., June 27th. 

Dr. Robert Hough Jordan, Beckley, W. Va., and 
Miss Mary Edith Faulkner, Urbanna, Va., June 
30th. Dr. Jordan is a graduate of the Medical 
College of Virginia, class of ’33, and recently com- 
pleted an internship at the C. & O. Hospital, Hunt- 
ington, W. Va. 





Id. 
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Dr. Andrew Muncy Groseclose, Roanoke, Va., 
nd Miss Mary Katherine McLaughlin, Richmond, 
Va., July Sth. 

Dr. Charlie Frank Manges and Mrs. Susie Rob- 
nson Ware, both of Blacksburg, Va., July 2nd. 

Dr. John Marshall Winkfield, class of °32, Med- 
ical College of Virginia, and Miss Mary G. Boland, 
Dr. Winkfield 


cently completed a residency at St. Joseph’s Hos- 


Reading, Pa., July 2nd. has re- 
pital, Reading, Pa., and will be located for prac- 
tice at Strasburg, Va. 

Dr. Thomas C. Lawford and Miss Doris Louise 
Petty, both of Hilton Village, Va., July 7th. Dr. 
Lawford is a grade of the University of Virginia, 
Department of Medicine, in 1929, and served his 
internship at the Orange Memorial Hospital, Orange, 
N...3. 

Dr. John Sasser McKee, Jr., Morgantown, N. C., 
and Miss Betty Ambler McGill, Appomattox, Va., 
June 30th. 

Dr. William Mayer Robinson, Richmond, Va., 
and Miss Bluma Dolinsky, Chicago, Ill., May 27th. 
Dr. Robinson is a graduate of the Medical College 
of Virginia, class of ’32, and served his internship 
at Memorial Hospital, Richmond. 


Dr. L. P. Bailey, 

Medical College of Virginia, class of ’33, recently 
completed his internship at White Cross Hospital, 
Columbus, Ohio, and has opened an office for gen- 
eral practice at Nathalie, Virginia. 


Dr. L. B. Todd 

Has located for practice at Quinwood, W. Va., 
where he is associated with Dr. Leech. He is a 
the of ’32, Medical College of 


Virginia, and served a two-year internship at the 
5 P 


member of class 


Hospital Division of the College. 


Dr. Paige E. Thornhill. 

At the meeting of the American Medical Asso- 
Dr. Norfolk, 
was among fifty new men certified by the National 


ciation in Cleveland, Thornhill, of 


Board as qualified specialists in obstetrics and 
gynecology. This board is made up of nine men, 
three each from the Obstetrical Section of the A. 
M. A., the 


American Association of Obstetricians, Gynecolog- 


American Gynecological Society, and the 
ists, and Abdominal Surgeons. They have been 
functioning for five years and less than five hun- 
dred men have thus far been certified in this field. 
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Dr. H. C. McCoy 

Has located for general practice at Gordonsville, 
Va. He is associated with Dr. W. C. Mason. Dr. 
McCoy is a graduate of the University of Virginia, 
Department of Medicine, class of °33, and has re- 
cently completed a rotating internship in surgery at 
the University Hospital. 


Dr. J. L. Kinzie, 

Class of °33, Medical College of Virginia, has 
located at Salem, Va., for the practice of General 
Medicine. Following his graduation, he served as 
resident physician at Sheltering Arms Hospital, 
Richmond. 


News Notes from the Medical College of 
Virginia. 

Dr. A. M. Ambrose, of New York, is now work- 
ing at the college with Dr. H. B. Haag, professor 
of pharmacology, doing investigative work in the 
chemical and pharmacological study of various in- 
It is believed that this work will lead 
to the development of an insecticide of great prac- 
tical 


secticides. 


value and one which will prove a harmless 
substitute for those containing lead, or arsenic. 
This work has been made possible through a grant 
to the college from the United States Department of 
Dr. 


Ambrose has as his assistant in the laboratory Mr. 


Agriculture, Bureau of Chemistry and Soils. 


W. N. Cunningham also of the Department cf Agri- 
culture. The grant for this work will make pos- 


sible one year’s intensive research by Dr. Ambrose. 


Dr. C. J. Kennedy, ’31, was a recent visitor to the 
college. Doctor Kennedy is now established in New 
York for the practice of psychiatry. 

Dr. W. G. Crockett, professor of pharmacy, at- 
tended the recent meeting of the Virginia Pharma- 
ceutical Association at Hot Springs, Virginia. 


The outpatient department report for the month 
of June shows 5,531 visits to the clinic during the 
month. 


Dr. J. B. Mears, 

A medical director in the U. S. Navy, has been 
transferred from the U. S. Naval Hospital, League 
Island, Philadelphia, to Ninth Naval District, Great 
Lakes, Ill. Dr. Mears is an alumnus of the Uni- 
versity of Virginia and has been a member of the 
Medical Society of Virginia for a number of years. 
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Dr. Llewellyn Powell, 

Alexandria, Va., was elected president of the 
Alexandria Tuberculosis Association, at its annual 
meeting, held recently, succeeding Dr. H. A. Latane. 
Dr. George W. Booth, 

Who has been practicing for sometime at Ferrum, 
Va., has moved to Rocky Mount, Va., where he is 
still engaged in general practice. 

The American College of Physicians 

Will hold its nineteenth annual Clinical Session 
in Philadelphia, April 29-May 3, 1935. 

Announcement of these dates is made particularly 
with a view not only of apprising physicians gen- 
erally of the meeting, but also to prevent conflicting 
dates with other societies that are now arranging 
their 1935 meetings. 

Dr. Jonathan C. Meakins, of Montreal, Que., is 
President of the College, and will arrange the pro- 
gram of General Sessions. Dr. Alfred Stengel, 
Vice-President in Charge of Medical Affairs of the 
University of Pennsylvania, has been appointed Gen- 
eral Chairman of local arrangements, and will be 
Mr. E. R. 
Loveland, Executive Secretary, 133-135 S. 36th 
Street, Philadelphia, Pa., is in charge of general 
and business arrangements, and may be addressed 


in charge of the Program of Clinics. 


concerning any feature of the forthcoming Session. 
Drs. McCoy and Stokes. 

Drs. C. M. McCoy and P. B. Stokes have opened 
an Eye, Ear, Nose and Throat Hospital in Norfolk, 
Va. Both doctors recently practiced in North Caro- 
lina and for the last two and one-half years have 
been in New York and Europe, specializing in their 
fields. 

Dr. E. L. McQuade, 

Recently health officer for Charlottesville, Uni- 
versity and Albemarle County, Va., has been ap- 
pointed Director of the State Department of Rural 
Health. He became associated with the Virginia 
Health Department following his graduation in 
1927. Dr. McQuade received a fellowship ap- 
pointment to Johns Hopkins in 1930 and while 
there was awarded his doctor of health degree. He 
came to Charlottesville in 1931. 


Sheltering Arms Hospital to Discontinue 
Nursing School. 

The Sheltering Arms Hospital, Richmond, will 

discontinue its nursing school temporarily after Sep- 
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tember Ist. The school is being discontinued as 
financial measure and in accordance with the pla 
pursued by a number of Virginia hospitals in 
effort to increase employment among nurses. 


Dr. A. D. Hutton, 
Marion, was recently installed as treasurer of th 
Marion Rotary Club. 


Dr. Malcolm D. Foster, 

Class of ’33, Medical College of Virginia, wh 
recently completed his internship at St. Luke’s Hos- 
pital, Richmond, Va., has located at Elkton, Va. 
for general practice. 


George W. Eutsler, 

Associate Director of the Extension Division ot 
the University of Virginia, who has acted in a sec- 
retarial capacity for the Medical Society’s Depart- 
ment of Clinical Education and its subsidiary 
agency, the Joint Committee on Prenatal and Post- 
natal Instruction, since their beginnings in 1929 
and 1931, has obtained a year’s leave of absence 
to accept a position as director of the Holston Val- 
ley Community Hospital in Kingsport, ‘Tenn. 

The duties of the position will begin in August 
when the new hospital will have been under con- 
struction for two months. ‘The hospital is unique 
in the fact that from the outset it will institute a 
plan of prepaid group hospitalization as a means 
of stabilizing the finances of the institution and of 
making its services more readily available to the 
people of its territory. 


Dr. F. O. Fay, 

Class of ’30, Medical College of Virginia, has 
located at Wilmington, N. C., where he is associated 
with Dr. J. D. Freeman. Dr. Fay served his in- 
ternship at the Hospital Division of the Medical 
College of Virginia and has also been serving a 
residency in Ophthalmology. 


Dr. H. C. Jones, 
Petersburg, has been elected as one of the three 
new directors of the Petersburg Chamber of Com- 


merce. 


Dr. John A. M. Thompson 

Has located at Sanatorium, Va., where he is con- 
nected with the State Board of Health at the Blue 
Ridge Sanatorium. He is a member of the class 
of ’°33, University of Virginia, Department of Medi- 
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ine, and recently completed his internship at the 
University Hospital. 


Dr. H. R. Butt, 

Class of ’33, University of Virginia, Department 
if Medicine, has recently completed his internship 
at St. Luke’s Hospital, Bethlehem, Pa. He is now 
at the Mayo Clinic, Rochester, where he has a fel- 
lowship in Medicine. 


Medical Society of Virginia, Maryland and 
the District of Columbia. 

At a receni meeting of this Society, the following 
officers were elected: President, Dr. R. Arthur Hooe; 
vice-president, Dr. William P. Herbst; recording 
secretary, Dr. Harry F. Davies; corresponding sec- 
retary, Dr. A. Magruder MacDonald; and treas- 
urer, Dr. Robert Scott Lamb. All of 
are from Washington, D. C. 


the officers 


General Hospitals Caring for Tuberculous. 

General hospitals are opening their doors to tuber- 
culosis cases, increasing facilities are being provided 
for the care of tuberculous children, and 6,863 new 
beds for treatment of the disease have been added 
tc the nation’s public health armament despite the 
depression, according to facts revealed by a three- 
year survey of tuberculosis sanatoria throughout 
the United States just completed by the National 
Tuberculosis Association. 

There are now available for tuberculosis patients 
in the United States sixty-four Federal institutions 
containing 11,431 beds; 357 state, county and mu- 
nicipal institutions containing 56,940 beds; seventy- 
three private institutions containing 4,344 beds; 165 

14,202 


These figures do not include provision made in 


semi-private institutions containing beds. 
day camps or in summer preventoria. 

The reports indicate a considerable increase in 
the provision made’ for children in sanatoria through- 
out the country. A number of institutions which 
have not previously admitted children now report a 
definite number of children’s beds, and several in- 
stitutions have added new buildings exclusively for 
children. 


Doctors on Committees in Rotary Clubs. 

Among those noted as being appointed on com- 
mittees in Rotary Clubs for the coming year are 
Drs. J. C. Bodow and Oliver L. Jones in the Hope- 
well Club, and Drs. H. C. Jones and W. P. Hoy 
in the Petersburg Club 
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Obituary Record 


Dr. William Blount Barham, 

Perhaps the oldest member of the Medical Society 
of Virginia in point of continuous membership, died 
at the home of his daughter, Mrs. James A. Griz- 
zard, Drewryville, Va., April 24th. 


os) 
—_ 
oF) 


He was eighty- 
two years of age and graduated in medicine from 
the University of Pennsylvania in 1877. He prac- 
ticed his profession in Newsoms, Va., for more than 
fifty years and was a fine type of the old-time 
country doctor. He had held many positions of 
honor in his section and was a member of numerous 
medical associations. He was also an outstanding 
Mason, and his funeral was held with Masonic rites. 
Two daughters survive him. 


Dr. Montgomery Thomas McCulloch, 
Elkton, Va., died July 14th. He was drowned 
while fishing alone and it is believed he stepped off 
a ledge into deep water and was unable to swim out. 
Dr. McCulloch was fifty-four years of age and a 
graduate of the Medical College of Virginia in 1907, 
He had practiced at Troutville, Va., before coming 
Dr. McCulloch has been 


a member of the Medical Society of Virginia for 


to Elkton six years ago. 


twenty-five vears, and had served on its Council for 


several years. His wife survives him. 


Dr. Robert Lee Wilkins. 

Wuereas, The Alexandria Medical Society has learned 
with profound sorrow of the death of Dr. Robert Lee 
Wilkins, one of its oldest members, and, 

Wuereas, Dr. Wilkins was formerly president and 
an active member of the Alexandria Medical Society, 
and, 

Dr. Wilkins has given a 
ful service to the people of this community, 

Be it resolved, That in the death of Dr. Wilkins the 
Society has lost one of its most 


WHEREAS, long and faith- 


Alexandria Medical 
faithful members, and this community has lost an earn- 
est and sincere worker from the ranks of its medical 
practitiorers, and, 

Be it further resolved, That a copy of these resolu- 
tions be spread upon the minutes of the Society, and a 
copy be sent to his widow and to the VIRGINIA MEDICAL 
MONTHLY. 

LLEWELLYN POWELL, 
J. W. Love, 
W. Crype WEstT, 


Committee. 
Dr. Benjamin B. Dutton, 
Prominent physician of Middlesex County, Va., 
died suddently of heart trouble at his home ‘“Hart- 
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field,” July 6th. He was eighty-three years of age 
and graduated from the former Washington Uni- 
versity School of Medicine, Baltimore, in 1872. Dr. 
Dutton is survived by his wife, one daughter and 
two sons, one of whom is Dr. B. B. Dutton, Win- 


’ chester. 


Resolutions on Dr. William Francis Cooper. 


Wuereas, On May 20, 1934, Dr. William Francis 


Cooper passed to his reward: 

Be it resolved, That the staff of the Riverside Hos- 
pital has lost a valuable member. He was one of the 
founders of the Riverside Hospital, having contributed 
greatly in many ways toward the development of the 
Hospital. 

In his profession he was respected by all, and espe- 
cially loved by his patients. 

It was characteristic of him at all times, to give 
courage and help to the younger members of the pro- 
fession. 

The staff of the Riverside Hospital senses with a 
deep feeling of regret, the passing of this beloved mem- 
ber. 

Be it resolved further, That the members of this staff 
convey their deepest sympathy to his family, and a 
copy be published in the VircintA MepicaL MonrHLY. 

SAMUEL DOWNING, 
B. R. Gary, 


Committee. 


Wuereas, On May 20, 1934, Dr. William Francis 
Cooper passed to his reward: 

Be it resolved, That the Warwick County Medical 
Society has lost one of its oldest members, one who was 
constant in attendance. 

He loved the Society next to his church, and did his 
part to keep it alive in days gone by when a true and 
loyal member counted for much. 

He was a valuable member of the Medical Society 
of Virginia, for some forty years, never missed many 
meetings, serving on various committees and at one time 
vice-president. He served in various positions of trust, 
being at one time Health Officer and at another Quar- 
antine Officer of the Port; serving as director in banks 
and other financial institutions. 

In his practice of medicine he stuck to fundamentals 
and was a stone wall against the untried and unreal. 
He had a smile for everybody, and always greeted one 
with a personal warmth which was characteristic. 

He was for a number of years, until his death, a 
deacon in the First Baptist Church; to this office he 
was faithful and truly did he fall with the armour on. 

Be it resolved further, That the members of this 
Society convey their deepest sympathy to his family, 
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and a copy be published in the Vuircinta Mepica: 
MONTHLY. 
CLARENCE PorTER JONES, 
G. P. HANKINs, 
SAMUEL DowNING, 
Committee. 
Dr. Chester A. Amos. 

WHEREAS, The Master has seen fit to remove from our 
midst one of our most useful members in the death of 
Dr. Chester A. Amos, and, 

Wuereas, Dr. Amos, with untiring energy and bound- 
less charity, served the people of this community fo 
many years, 

Be it resolved, That in the death of Dr. Amos the 
Alexandria Medical Society has lost one of its most use- 
ful members, and the community a capable, energetic 
and charitable friend, and, 

Be it further resolved, That these resolutions be spread 
on the minutes of the Society, and copies sent to his 
widow and to the VirGIniIA MepicaL MONTHLY. 

LLEWELLYN POWELL, 

J. W. Love, 

W. Crype WEst, 
Committee. 


Dr. Hanson Slaven Ogilvie, 
Asheville, N. C., died March 22nd. He 
fifty years of age and a graduate of the Medical 


was 


College of Virginia in 1909. 


Dr. Dudley Henry Morris, 

University, Va., died March 29th, at the age of 
forty-nine. He was a graduate of Columbia Uni- 
versity College of Physicians and Surgeons, New 


York, in 1909. 


Dr. Elisha William Lister, 

Elizabeth City, N. C., died May Ist. 
sixty-two years of age and graduated in 
from the Medical College of Virginia. 


He was 
1896 


Dr. Gregorio M. Quiteras, 

Yeadon, Pa., died July 5th, at the age of seventy- 
ene years. He was well known for his work to rid 
the Southern States of yellow fever. 


Mme. Marie Curie, 

Co-discoverer of radium, died on July 4th, in 
Sallaches, France. She had for many weeks been 
under treatment at a sanatorium for an anemic con- 
dition. Mme. Curie was honored by countless gov- 
ernments and societies as one of the most distin- 
guished scientists and women of all time, and the 
Nobel prize in chemistry had been awarded her 
twice. She was the first woman to be elected to the 
French Academy of Sciences. 





